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EFORE considering experimental data relating to the toxemias of 

pregnaney, it may be well to have before us a classification of 
these disorders of gravidity. With this in mind, | am submitting a 
classification which has been the outcome of a detailed study of the 
findings in 120 patients, suffering from a toxemia of the latter half 
of pregnaney, and in whom we had the opportunity to observe and 
record the findings in repeated pregnancies. The clinical and: labora- 
tory observations, on which this classification is based, have already 
been reported in detail,’ and so only the final groupings are here 
viven. 


CLASSIFICATION OF TOXNEMIAS 


The evidence adduced suggests that the late toxemias of pregnaney 
may be classified as follows: 
1. Kelampsia. 
2. Preeclampsia. 
nephritis, complicating preenaney. 
4. Eclampsia superimposed upon nephritis. 
». Low reserve kidney. 


Some explanatory remarks may here be necessary. Eclampsia is a 
fairly definite entity and needs no further comments as to its elassi- 
fication. | believe that preeclampsia differs from eclampsia only in 

*Read at a meeting of the Brooklyn Gynecological Society, November 5, 1926. 

Nore: The Editor accepts no responsibility for the views and statements of 


authors as published in their ‘‘Original Communications. ’’ 
See page 675. 
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so far as the patient has no convulsions or coma, and that the disease 
a: 


may be of a milder type. The incidence of preeclampsia is below 5 
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per cent of all toxemias and it is probably just what the term implies, 
a stage immediately preceding eclampsia. I prefer the term **pre- 
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eclampsia’ to that rather loosely used phrase preeclamptic toxemia.” 
It may be well to discontinue the use of this latter designation. 

In order to show the marked similarity between eclampsia and _ pre- 
eclampsia, the systolic and diastolic blood pressures and the amount 
of albumin in the urine have been graphically recorded in Fig. 1. The 
findings before delivery, when the patient is at her worst, and on the 
dav of discharge fram the hospital, at the end of the puerperium, are 
asted. Even a casual study of this chart convinees one of the remark- 
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able similarity between eclampsia and preeclampsia. It seems quite 
justifiable to predict that should the condition in preeclampsia grow 
slightly worse, the patient will develop convulsions, and so have true 
eclampsia. 

In chronic nephritis complicating pregnancy the process is progres- 
sive, because here we have to contend with renal impairment. Before 
discussing the differential diagnosis between the different types of 
toxemia, let us first consider the low reserve kidney. The evidence 
is quite convincing that there is a type of patient in whom the kidney 
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reserve is too low to meet the extra demands of pregnaney, and this is 


manifested by a small amount of albumin passing through the glomerular 
The kidney 
substance is not damaged by the pregnancy and in a subsequent 


epithelium as well as by a slight rise of blood pressure. 


pregnancy the signs of the toxemia, if we may eall it that, are not 
any worse. Pregnancy does not injure this type of kidney and in a 
succeeding pregnancy the patient may show no signs of a toxemia or 
only a disturbance similar to that first noted. 

As the group ‘‘eclampsia superimposed upon nephritis’? is simply 
a combination of eclampsia and chronie nephritis (and this is a very 
rare type of toxemia), and as we have seen that preeclampsia is only 
the stage immediately preceding eclampsia, we may now consider the 
three main groups. These are: 

1. Eelampsia. 

2. Nephritis complicating pregnaney. 
3. Low reserve kidney. 


In order to present the marked dissimilarity between these three 
types of toxemia, | have prepared the graph shown in Fig. 2. It 
will be readily seen that in eclampsia the patient usually has a marked 
elevation of both systolic and diastolic blood pressure, as well as a 
large amount of albumin in the urine. <All these abnormal findings 
disappear during the puerperium. This is not the case in chronie 
nephritis complicating pregnancy, because in this instance the patient 
has a persistent albuminuria, high systolic and, particularly, a high 
diastolie blood pressure, lasting beyond the puerperium. The patient 
with a low reserve kidney has only a mild disturbance of blood pres- 
sure and a slight amount of albumin in the urine and at the end of the 
puerperium these have completely disappeared. Chronie nephritis in 
pregnancy may be regarded as a purely medical condition and one in 
which the extra load of each succeeding pregnancy leads to progres- 
sive kidney damage. On the contrary, when we are sure that a 
toxemia is due to a low reserve kidney, we need feel no alarm con- 
cerning subsequent pregnancies. We may now consider the problem 
of eclampsia, which is a definite, separate entity. 


BLOOD CHEMISTRY IN ECLAMPSIA 


From a large series of blood analyses, conducted during the past 
four vears, we have been able to detect certain very definite changes 
in eclampsia.2. The results of these determinations on eclamptie blood 
may be summed up as follows: 


1. The cation ratios are within normal limits, with the possible exception of the 
(P) 
(Ca) ratio, which is slightly elevated. 


2. A high urie acid content. 
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3. An increased lactic acid, not wholly due to museular hyperactivity. 
1. A tendency towards a hyperglycemia. 
5. A decreased CO,combining power, which is very pronounced in certain eases. 


6. Usually no increase in the nonprotein nitrogen, but sometimes a definite in- 


crease in the urea nitrogen. 


The outstanding changes are shown in Fie. 3, where, for the sake 
of comparison, I give the values for normal pregnancy, for eclampsia 
before delivery or improvement, and for eclampsia at the end of the 
puerperium, when the patient is completely recovered. At present we 


Lactic Uyvic 
Acid 


> 
Q 


YA 


\ Y 
YNG NY 
N Wy 
NW. 
Y 
NZ Y 
I 


«WWW 


ENorma\ Regnancy [I clampsia severe lll-€clampsia improved 


Fig. 3. 


are not Ina position to say how far this blood picture in eclampsia is 
due to liver change, and it is perhaps wise not to theorize until further 
evidence is at our disposal. 


ECLAMPSIA AND ANESTILESIA 


During the past year we studied the effect of anesthesia on the blood 
constituents, as well as on the histology of the different organs, in 
animals. For this purpose fifty healthy, normal dogs were utilized. 


lhe details of these experiments have already been reported.? Nitrous 
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oxide, ether, chloroform, and ethylene were the anestheties employed, 
The results with these different substances were strikingly similar, 
all producing about the same changes in the blood chemistry as well 
as in the histologie architecture of the liver. The changes observed 
in the blood constituents were: 

1. A lowering of the CO,-combining power. 
2. A hyperglycemia. 
3. An increase in lactic acid. 
4. A slight inerease in urie acid. 
). A slight increase in inorganie phosphorus. 


6. No or very little disturbance in the nonprotein and urea nitrogen, 
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Fig. 4. 


It will readily be seen that this blood picture is almost identical 
with that found in eclampsia. The values for blood sugar and CO,- 
combining power are shown in Fig. 4. As the changes in these blood 
constituents under the influence of the different .general anesthetics 
are very similar, | have chosen only the ether figures to compare with 
the values for normal pregnaney and for eclampsia. We may con- 
fidently say that ether, chloroform, nitrous oxide, and ethylene pro- 
duce changes in the blood constituents very similar to those seen in 
eclampsia, and from our histologic studies that these anestheties also 


produce pronounced liver lesions as well as changes in the kidneys. 
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ECLAMPSIA AND HISTAMINE 


Since there has recently appeared! some histologie evidence sug- 
vesting histamine as the etiologie factor in the production of eclampsia, 
I have conducted a series of experiments with histamine, as well as 
with peptone and histamine-free albumose. A study was made of the 
blood changes and of the pathologie lesions following the use of these 
substances. The details of these experiments and the chemieal and 
pathologie findings have been reported... The conclusions reached 
were as follows: 

1. Peptone, histamine, and histamine-free albumose each produces a 
blood picture suggesting an anhydremia. The moisture content of the 
blood is lowered, although the increased concentration of the blood 
is perhaps not wholly due to this dehydration process, but also to 
actual loss of plasma resulting from capillary dilatation. It should be 
noted here that in eclampsia the moisture content of the blood is not 
lowered, but, on the contrary, is slightly increased. 

2. Identical pathologie changes in the liver and kidney follow the 
use of peptone, histamine, and albumose, but these changes bear no 
likeness to those observed in eclampsia. These substances produce 
marked degenerative changes in the liver, involving the greater part 
of the lobule, leaving free only a rim of normal cells about its periph- 
ery, so that it is, strietly speaking, a central necrosis; whereas in 
eclampsia there is a typical peripheral necrosis, 

3. The evidence so far obtained makes it improbable that either 
histamine or albumose is to be regarded as an etiologie factor in the 


causation of eclampsia. 
ECLAMPSIA AND ANOXEMIA 


general anesthesia, the 


During the course of the experiments with 
idea suggested itself that one perhaps had to deal with varying de- 
grees of asphyxia. From a consideration of the chemical findings in 
the blood of an eclamptie woman it also appeared that one may be 
here dealing with the results of deficient oxidation. By allowing an 
animal to breathe an atmosphere low in oxygen it is possible to study 
the effect of anoxemia on the blood constituents. I have found that 
an atmosphere containing 7 per cent oxygen is most satisfactory for this 
particular work. The investigations in anoxemia taught us that in 
experiments with general anestheties one should be eareful to elimi- 
nate the effect of asphyxia and that in eclampsia it is probable that 
deficient oxidation may play an important rdle. Anoxemia produces 
an acidosis, as is evidenced by a lowering of the CO,-combining power, 
a hyperglycemia, and an accumulation of lactic acid in the blood 
stream. Breathing an atmosphere seanty in oxygen, also brings 
about marked degeneration and necrosis of cells in all parts of the 
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liver lobule, as well as slighter changes in the convoluted tubules of 
the kidney. These changes are not associated with the deposition of 
fat, but appear to be simple necrosis of cells. It seems plausible that 
any theory which is to explain the etiology of eclampsia, will have 


to be linked up in some way or other with deficient oxidation. 
TREATMENT OF ECLAMPSIA 


Views on the treatment of eclampsia are constantly changing and it is 
indeed well that such is the case, for until we know the true etiology 
of this dreaded disease, our treatment must remain empirie; and 
while such a condition of affairs exists it is by the trial and error 
method that valuable knowledge is gained. It should be strongly 
emphasized, however, that we are too often prone to draw conelu- 
sions regarding a particular treatment after having given it an inade- 
quate trial. This is especially true when beneficial results have been 
obtained, but sometimes it applies also to the reverse. This may be 
explained on the ground that it requires a long period of observation 
and study to evaluate correctly any treatment on a large enough series 
of eclamptie patients. 

Kor a true estimation of the progress obtained in the treatment of 
eclampsia during the past forty years, it is essential that one have no 
preconceived ideas and maintains an open mind. It is, indeed, some- 
what disconcerting on visiting the different leading obstetrie clinies 
in this country and Europe to find such conflicting ideas regarding 
this subject. One is immediately struck by the observation that many 
leaders in this branch ef medicine condemn methods of treatment 
which they themselves have given no real test and with which they 
are not well aequainted. 

A study of the different methods of treatment and experimental 
investigations on certain of the substances advocated has led to some 


surprising deductions. 


Morphia—lt is many years ago that morphia was first suggested as 
a means of treating eclampsia, and today it is embodied in several of 
the well-known methods. To withstand the test of time, it is probable 
that there must be something beneficial in the use of this drug in 
combating the disease. It was with this in mind that the effect of 
morphia was studied. An analysis of the blood constituents and a 
histologic examination of the liver and kidneys in dogs morphinized to 
the extent of profound sleep, revealed striking results. This drug 
raised the carbon dioxide combining power from about 55 volumes per 
cent to approximately 70 volumes per cent and, furthermore, had no 
anatomic effect on the tissues studied. As pointed out above, there 
is an acidosis accompanying eclampsia, and this may be a reason for 
the good effect of morphia on the eclamptie patient. It should be 


stated that out of eight hypnoties examined, only morphia definitely 


— 
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raised the CO,-combining power. Unknowingly, then, a sedative has 
been selected which is capable of combating, in part at least, the 
acidosis of eclampsia. 
Magnesium Sulphate—During the past year magnesium sulphate has 
been suegested for treating the convulsions of eclampsia.’ I have ae- 
cordingly studied the effect of this substance on the blood constituents 


and various tissues in dogs. The magnesitum sulphate was injected 
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both intravenously and subcutaneously in amounts per kilogram of 
body weight corresponding to that advised for the treatment of the 
eclamptie fits. This chemical produced a lowering of the CO,-com- 
bining power and a slight increase in the blood sugar, as well as very 
marked fatty changes in the liver. From these experiments, admit- 
tedly too few to allow definite conclusions, it appears that magnesium 
sulphate may do harm in eclampsia. It certainly seems advisable that 
further studies on this substance be conducted, before one advocates 


its use in a condition where there is an existing acidosis and an 


im 
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already damaged liver. The columns in Fig. 5 clearly demonstrate 
how morphia differs from magnesium sulphate in its effect on the 
CO,-combining power of the blood. 

Venesection.—There are conflicting ideas regarding the value of 
bleeding in eclampsia. I have endeavored to evaluate, in an unbiased 
manner, the results obtained with and without venesection. In such a 
search it is, of course, necessary that the rest of the treatment in both 
series remain the same and that the series be fairly comparable as to 
severity and duration. One reaches the conlusion that it is very im- 
probable that bleeding can be of material aid in the treatment, but 
sometimes it may do harm. The high diastolie blood pressure in 
eclampsia may be a protective mechanism, essential to elimination. 
We have all noticed how quickly the blood pressure in this disease 
returns to its high level after a venesection. Furthermore, a consider- 
ation of the normal blood volume and amount of tissue fluid suggests 
that a venesection of 500 to 750 ¢.e. can be of no material value in the 
elimination of ‘‘toxins.’’ 


General Anesthesia—-As stated above, ether, chloroform, nitrous 
oxide, and ethylene produce changes in the blood constituents very 
similar to those associated with eclampsia. They are also responsible 
for injury to the liver. The chemical and pathologic findings with 
general anesthesia, therefore, indicate that the eclamptie patient 
should not be subjected to a general anesthesia. Furthermore, it does 
not seem illogical to assume that the marked reduction in maternal 
mortality which followed the change from radical to conservative 
treatment® is due, in part at least, to the fact that it carried with it 
a far more restricted use of general anesthesia. 

Local and Spinal Anesthesia.—In experiments with novocaine or 
procaine, injected subeutaneously, | have been unable to detect any 
changes in the blood constituents due to the anesthesia. A very large 
dose of procaine (20 ¢.c. of a 2 per cent solution) has no effect on the 
CO,-combining power, sugar, lactic acid, urie acid, inorganic phos- 
phorus, nonprotein nitrogen or urea nitrogen of the blood. It follows 
that the use of such a local anesthetic would probably be quite safe 
in eclampsia. It may be advisable in certain of the severe types of 
eclampsia to end the pregnancy under local or spinal anesthesia, and 
we are at present attempting to ascertain in the severe cases what 
results will follow prompt delivery under spinal anesthesia. 

Insulin.—Following the work of Thalhimer’ on the effect of insulin 
on postoperative acidosis, we investigated its effect on the acidosis of 
eclampsia.” In a certain type of eclampsia the acidosis is the most 
outstanding finding, the CO,-combining power sometimes dropping to 
values below 15 volumes per cent. In such cases I am of the opinion 
that death is due to the marked acidosis, for we are all acquainted 
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with the narrow limitations of the hydrogen-ion concentration of the 
normal blood. Deepened breathing, excretion of acid urine, and in- 
creased exeretion of ammonia are not of much avail to compensate for 
an acidosis where the CO,-combining power has fallen to such low 
levels. If compensation fails, coma is the result. It seems, therefore, 
that it is highly imperative that these patients, with such strikingly 
low CO, values, be given treatment to combat the acidosis. Insulin, 
with a protective dose of glucose, approximately 2 grams per unit of 
insulin, has proved to be satisfactory therapy in such cases. We are, 
however, carrying on more extended work on the hydrogen-ion con- 
centration, in eclampsia with the hope of gaining information that may 
help us further in the treatment of this phase of the disease. 

Present Treatment—Two years ago we put into effect in the Johns 
Hopkins Hospital a modified Stroganoff treatment for eclampsia,’ 
after | had had an opportunity to study, in Russia, the results of this 
method. The original Stroganoff method includes chloroform and 
venesection, and both of these steps in the treatment I believe to 
be unnecessary and perhaps even harmful. 

As a result of our experience of the past two years with this modi- 
fied Stroganoff method, and in view of the experimental findings 
reported above, we are at present virtually dividing our eases of 
eclampsia into two groups, mild and severe, following Eden’s elassi- 
fication. The patients with mild eclampsia receive the modified Strog- 
anoff treatment, because we have found that it reduced the maternal 
mortality in this group to below 2 per cent.'® In the severe type, a 
better method of treatment is urgently needed, and so we have de- 
cided to attempt prompt delivery under spinal anesthesia. We are not 
yet in a position to say what results will follow this rather radical de- 
parture in our procedure of treatment of the severe type of eclampsia, 
although the experimental evidence lends strength to the opinion that 
the maternal and fetal mortality will be redueed. 

In all eclamptie patients it is highly essential that we know the 
amount of alkali reserve in the blood, for should a marked acidosis 
develop, it is imperative that therapy be instituted to combat the 
alkali deficit. We, accordingly, do a blood analysis on each eclamptie 
patient as soon as she enters the hospital and further determine the 
CO,-combining power of her blood every two hours thereafter, or 
whenever coma persists. Should the CO, fall to below 30 volumes per 
cent, the patient is given from 15 to 30 units of insulin with a protective 
dose of glucose in order to treat the acidosis. It is to be understood 
that this insulin therapy is instituted only to relieve the condition of 
lowered alkali reserve and does not interfere with the other steps of 
the treatment. 
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VOMITING OF PREGNANCY 


| have given a brief résumé of the work we have done on the toxemias 
of the latter half of pregnancy, and it is perhaps fitting that a few re- 
marks be made on the toxemia of the first half of pregnaney. Vomit- 
ing of pregnancy occurs during the first five months of gravidity, and 
| prefer to regard it as a toxemia, believing that there is no such 
entity as true neurotic vomiting, although the neurasthenias or neu- 
roses, SO Common in women, may play a very important role in this 
disorder of pregnancy. It is more than probable that there is always 
an organic or metabolic disturbance which forms the main basis for 
the vomiting. 

There is already sufficient experimental evidence at hand to show 
that the mother must undergo a= profound change in metabolism 
during pregnaney. From the work of Porges and Novack'' we know 
that there is a definite tendeney towards acetonuria in normal preg- 
naney. Low carbohydrate diet as well as starvation leads to acetone 
bodies in the urine. A special diet low in carbohydrate produces 
acetonuria in pregnaney, whereas it fails to do so in normal non- 
pregnant individuals. We have acetonuria whenever the liver has 
lost its glycogen and has to draw on fats and proteins for the forma- 
tion of carbohydrate, or whenever there is deficient oxidation of fats. 

When we now consider that the fetus probably utilizes only pro- 
tein and carbohydrate from the mother’s blood and that it builds its 
own fat from the carbohydrate which came from the mother, we shall 
readily see that there is a drain on the maternal carbohydrates. This 
view has been further substantiated by work on the respiratory ex- 
change of the fetus. [T have found that in the human fetus at term 
the respiratory quotient is approximately unity, signifving that the 
child uses carbohydrates mainly for its energy requirements'!?; and 
others’ have also shown this to be the case in certain animals. We, 
furthermore, have analyses’! on maternal and fetal blood during the 
latter part of pregnaney, which reveal an accumulation of total fat in 
the mother’s blood, and an unequal concentration of lipoids in the 
maternal and fetal circulations. 

All this evidence leads to the conclusion that fats do not pass the 
placental membrane from mother to child, that the fetus utilizes mainly 
carbohydrates and that there is a consequent drain on the carbohy- 
drates of the mother. This leads to a tendency towards acetonuria in 
normal pregnancy and to the so-called ‘‘acidosis of pregnaney.”’ In 
normal pregnancy, then, the mother has to change her metabolism to 
suit her offspring and the greater part of this change is perhaps insti- 
tuted between the second and fourth months. Further work is neces- 


sary to prove conclusively that the vomiting of pregnancy is dependent 
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on this change in metabolism, although the evidence so far adduced 
makes it highly probable. 

It is perhaps because of this drain on the maternal carbohydrates 
that glucose has been found to be of some benefit in the treatment of 
vomiting of pregnaney.’* We have had some success with glucose, 
as well as with insulin and glucose, in the treatment of this disorder, 
but we have also had cases where all attempts at treatment were 
futile. 1 believe, however, that as we gain more information regard- 
ing the metabolism of mother and child, we shall be able to cope more 


intelligently with this metabolic toxemia of pregnaney. 
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SYNCYTIAL ENDOMETRITIS AND SNYCYTIOMA® 
By MAXWELL Rosenzweic, M.D.. Brookiyn, N. Y. 


(Assistant Attending Gynecologist, Jewish MHospital) 


term “‘syneyvtial endometritis’’ was first employed by Ewing? 

to replace Marehand’s™ “atypical chorioepithelioma’’? which the 
latter used to designate one main type of malignant chorioepithelioma. 
It may be defined as an excessive infiltration of the endometrium and 
uterine musculature with the syneytial cells of the chorionie villi. 
There is usually an accompanying leucoeytic exudate. Sinee the le- 
sion as it is looked upon today is not a malignant one, Marchand’s 
nomenclature becomes inappropriate and misleading. Further, the 
term “‘syneytial endometritis’’ is more deseriptive of the histologic 
findings. When the syneytial elements occur in larger masses or 
sheets rather than as isolated cells the neoplastic is approached and 


the term ‘‘syneytioma’’ is more suitable. 


*From the Pathological Department, Cornell Medical College. 
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A review of the literature of the past fifteen years reveals but few 
case reports of either of these conditions, vet, one finds here and there 
cases recorded as chorioepithelioma which on analysis prove to be 
syneytial in character or proliferating hydatid moles. An insufficient 
appreciation of the existence of these transitional lesions may be held 
responsible for the erroneous conceptions regarding the nature of the 
highly malignant choriocarcinoma. 

Since these lesions (exclusive of the teratomas) always arise in eon- 
neetion with a pregnancy, an abortion, or a mole, it is well at this 
point to review briefly the structure and physiology of the chorionic 
epithelium. As a result of the studies of Marchand, Teacher, Bryee, 
Spee, Langhans and others, it is an accepted fact that the epithelial 
elements of the chorionie villi, namely, the syneytial and Langhans 


on 
chorioepithelioma was published, it was thought that only the cell 


cells, are both of fetal origin. When Marchand’s first) paper 


laver (Langhans layer) was of fetal origin and the syneytium a ma- 
ternal derivative. The Lanehans cells we hay recall compose the 
inner layer of the villus and are cuboidal or polygonal in shape with 
clear cytoplasm and large vesicular nuclei. The syneytial layer forms 
the outer covering and is actualiy a syneytium or sheath. It appears 
as an acidophilic band of more or less vacuolated protoplasm with no 
definite cell boundaries and as isolated mono- and multi-nucleated 
giant cells, the so-called wandering cells. The central core of the vil- 
lus is composed of a loose connective tissue stroma. In the first three 
or four months of pregnancy both epithelial layers are present in 
about equal proportions. The Langhans cells then begin to diminish 
in number so that in the latter half of pregnaney there exists for the 
most part only the syneytium. The physiology of the wandering syn- 
eytial cells in pregnaney is unique. We know that it is not uncommon 
to find these large wandering cells in moderate numbers in the uterine 
musculature and veins and even in the pulmonary veins in normal 
pregnant states. Schmorl*! has found these detached cells in the pul- 
monary veins in 80 per cent of 150 eclampties studied at autopsy. 
Thus it is seen that the svneytial cells display an invasiveness that 
may be likened to malignant cells, infiltrating the decidua and museu- 
laris and eroding and gaining entrance to the blood vessels. The sim- 
ilarity of the fetal trophoblast to malignant tissue is further noted in 
its high lecithin content and in its selective action for lead. Bell 
quotes the work of Bullock and Cramer? who showed this chemieal 
similarity of embryonal tissues to the embryonal cells of ma- 
lignant growths; the selective affinity of embryonal cells for lead 
is an observation of Bell and on this principle he has worked 
out his theory of lead treatment for cancer. We have, therefore, in 
the behavior of the normal trophoblast histologic, physiologie, and 


chemical points of resemblance to malignant growths, namely, local 
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invasion, rapid growth, high lecithin content, dissemination or sys- 
temic invasion by the syneytial cells, and one might add another, the 
heterotopic growth potentiality of the whole trophoblast as we see it 
in the nidation and development of ectopic gestation. Apparently 
there exists in pregnaney a mechanism which in the vast majority of 
instances restrains attempts at autonomous trophoblastic growth. Veit 
and Schoen, quoted by Bland,’ have suggested that there is present a 
syneytiolysin in the body which is the growth restraining factor that 
checks the invasion of the rapidly growing embryonal tissue. 0. 
Frankl!!! mentions the work of others as well as his own, bringing out 
the fact that the serum of normal pregnant women has the power to 
dissolve fetal cells (placenta, liver, kidney) in vitro. Adult cells are 
not so affeeted. Further, Frankl using the serum of three patients 
who had chorioepithelioma, was unable to demonstrate this solvent 
property towards embryonal cells. Frankl feels that a syneytiolysin 
actually exists. 

It is generally recognized that bilateral cystic changes in the ovaries 
are found in from 80 to 90 per cent of cases of chorioepithelioma and 
mole formation and it has been suggested by some that a disturbed 
lutein function may be the causative factor of the proliferative 
process. 

One might entertain the hypothesis that in cases of syneytial endo- 
metritis and syneytiona this growth restraining mechanism is only 
slightly impaired. It is also possible that actively proliferating Lang- 
hans cells by their presence in some manner enhance the invasiveness 
of the syneytium, for it has been shown (Pels-Leusden, Meyer) in nor- 
mal pregnancy the syneytial invasion is greatest in the early months 
and may be completely missing in the full-term uterus. The Lang- 
hans cells, as has been stated, are present mainly in the first half of 
pregnaney and are usually absent in the placenta at term; it is evi- 
dent that the need for the invading and anchoring properties of the 
trophoblast is greatest in the early period of gestation. Further- 
more, the anaplastic Langhans cells are a specific feature of the highly 
malignant choriocarcinoma; therefore their absence in the syncytial 
lesions is of paramount significance. 

Syneytial endometritis is not a tumor process. It is essentially a 
more or less unrestrained invasion or infiltration of the uterine tissues 
With isolated syneytial cells. The syneytial cells vary in the amount 
and the extent of their invasion. Thus in one instance the invasion 
may be limited to the decidua and subjacent myometrium, and in 
another it may extend to the serosa. The question naturally arises as 
to how we ean differentiate between physiologie and pathologie syn- 
cytial invasion. Proust and Bender®* answer this by taking up the 
suggestion of Brindeau and Nattan-Larrier.t| The latter authors in 
differentiating between normal and neoplastic syneytial infiltration 
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maintain that in tumor processes the integrity of the maternal tissues 
is not respected. They believe that a musculotoxic substance js se. 
creted by the syneytial cells which acts on the muscle cells in their 
Vicinity causing hyaline degeneration with protoplasmic rarefaction 
and nuclear changes. They also add that under physiologic condi- 
tions the syneytial cells merely pass through the vessel walls, whereas 
in pathologic processes there is destruction of the vessel walls With 
the formation of hemorrhagic areas. Regardless of the validity of 
their theory, it remains that these histologic observations coincide 
with the picture seen in svnevtial endometritis, but these authors fail 
to consider the benign character of the svneyvtial lesions. 

Nothing definite can be said regarding the etiology of syneytial 
endometritis. In view of what has been stated in the introduetory 
paragraphs [ am inclined to believe that the causative factor is sys- 
temic rather than of local origin in the uterus. It is felt that the 
clinical events seen in connection with adherent placenta, abortion, 
and mole formation (conditions in which syneytial endometritis oe- 
curs) are the result rather than the cause of the excessive epithelial 
activity. In the case which will be reported below, the process oe- 
curred in a patient married only six months and with no history or 
evidence of any previous uterine disorder. The interesting experi- 
ments mentioned above concerning the activity of the blood serum of 
pregnant women makes me feel that there are quantitative variations 
of this peculiar property. In pathologie processes, therefore, the 
histologic picture would be governed accordingly. This is speculation 
however. 

As for the symptomatology, it may be said that there is nothiig 
characteristic. The chief clinical feature is bleeding, in connection 
with a pregnaney or abortion, or following the expulsion of a 
hydatid mole. The bleeding is progressive and may produce a marked 
secondary anemia. The diagnosis is definitely made from the exam- 
ination of the curettings or discharged tissue. There may be embolic 
manifestations in the pulmonary veins giving cough and hemoptysis, 
or emboli may occur in the vaginal veins. These embolic phenomena 
are apt to suggest true metastases, but the syneytial cells are not 
known to show progressive proliferative tendencies. Ewing’s patient 
had a cough and hemoptysis. MeClellan’s'® patient who recovered, 
also had bloody expectoration following a sudden sharp left thoracic 
pain, and syneytial cells were demonstrated in the sputum. 

The size of the uterus is variable. In addition to the specifie cellu- 
lar structure of this process, there is present a considerable amount 
of coagulated blood, some necrotic tissue, and an interstitial leuco- 
eyvtic exudate. The bulky size of the uterus is often dependent on these 
features. The stage of the gestation during which the disease began, 


or the extent of the mole formation if occurring with this process, or 
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retarded involution are additional factors on which the size of the 
uterus will depend. In Cullen’s® case the uterus was the size of a five 
months’ gestation. In the case to be reported below, the uterus was 
no larger than a six weeks’ pregnaney. 

In considering the treatment of svneytial edometritis the significant 
point to remember is that we are dealing with a benign process. In 
the average case, uncomplicated by local or general infection, the 
treatment is curettage. A case, such as Cullen’s with infiltration ex- 
tending almost to the serosa would probably not respond to a curet- 


tage. Other conservative measures, however, which will be discussed 


Fig. 1.—Syneytial endometritis. The deeply stained syneytial cells infiltrate the 
decidua and muscularis. The muscle cells show distinct hyaline changes, 


With syneytioma, should be given a trial before resorting to hysteree- 
tomy. Menge' has declared it a crime to remove the uterus for this 
process. Fatalities, though they have occurred, have all been due to 


hemorrhages and infections and not to neoplastic manifestations. 


REPORTS OF CASES 


CASE 1. (Syncytial Endometritis).—DB. L., aged twenty-seven, U. S., married (six 
months), housewife. Admitted to the Jewish Hospital of Brooklyn, December 28, 
1925, service of Dr. M. Malament, to whom [am indebted for the privilege of report- 
ing this case. Measles in childhood and subject to frequent colds and sore, throats. 
Menses always regular. She had spotting for twenty-four hours with profuse vaginal 


bleeding for one hour prior to admission, associated with cramps and the passage of 
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clots. Her last menstrual period was eleven weeks previous to admission. She 
spotted on three different occasions since that time, at fifteen days, nine days, and 
three days before admission. The general examination was essentially negative. She 
showed profuse vaginal bleeding with clots, and she was curetted. The uterus was 


found to be the size of a six weeks’ gestation, in third degree retroversion, and the 


external os was soft and patulous. During the curettage the operator noted that the 
posterior wall of the uterus was unusually friable and was mushy even considering 
that it was a uterus in a pregnant state. Urine examination was negative. Blood 
pressure 108/70; W. B. C., T7800 with 69 per cent polymorphonuclears; hemoglobin, 
SS per cent; temperature ranged between 9S8.2° and 100.2° 3 pulse, SO-104; respira- 
tions, 20. There were no postoperative complications. Discharged six days after 
admission. She has been well since. 
Microscopic examination of the carettings: Sections show uterine mucosa, decidual 


tissue, and musculature. No chorionie villi are present. The entire tissue is exten- 
sively infiltrated with large mono- and multinucleated syneytial cells which have 
hyperchromatie nuclei and the cytoplasm of which stains deeply with hematoxylin. 
The muscle tissue shows hyaline-like changes and the nuclei stain faintly. The aeido- 
phile syneytial cells are present within the lumina of a few of the blood sinuses, 
Some areas show considerable infiltration with polynuclear leucoeytes and round cells. 
The few uterine glands which are seen are characteristic of pregnancy. 

Diagnosis: Syneytial Endometritis, 

This ease is an example of what may be gained from routine exam- 
ination of curettings. Ordinarily without a histologic examination 
the diagnosis of abortion would be made and accepted as such because 
of the immediate cure obtained by simple curettage. The extensive 
infiltration of the decidua and muscularis with the typical syneytial 
cells, the leucoeytic exudate, and the hyaline and nuelear changes in 
the muscle cells, combine, however, to present a microscopic picture 
which is not seen in abortion. The diserepaney between the period of 
amenorrhea and the size of the uterus might be explained by an early 
fetal death. The idea has been advanced that excessive syneytial 
infiltration of the museulature leads to abnormal adherence of the 
placenta or to changes in the villi that result in fetal death. No villi 
were found in any of the sections studied. Apparently the process in 
this case was limited to the posterior uterine wall alone. In Ewing’s 
case in which the entire uterus was studied the process was seen to 
involve the upper two-thirds of the posterior and the upper one-third 
of the anterior wall. Cullen’s case involved the whole internal sur- 
face and v. Velit’s*® just a small area of the uterine mucosa. 


SYNCYTIOMA 

The term syneytioma has been adopted by Ewing to denote another 
type of transitional lesion in the chorioma group, this perhaps a more 
advanced condition. The chief feature of this process is the oeceur- 
rence of the syneytial cells in sheets or masses, not as isolated cells 
as in syneytial endometritis. Further, the cells exhibit definite degen- 
erative changes. Grossly the tumor is seen as a polypoid growth in- 
volving the greater portion of the uterine cavity. It is from one to 
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two centimeters in thickness, of a greyish pink color, and rather fri- 
able in consistency. The size of the uterus is here again dependent 
on the degree of its involution, also on the extent of the accompanying 
inflammatory reaction. Syneytioma like syneytial endometritis ean 
oceur only in connection with a phase of pregnancy. The disease, 
though obviously regressive in character, is by virtue of its cellular 
structure of a neoplastic order and appropriately named. Langhans 
cells, while they may be present at times, are an inconspicuous feature 
and do not show anaplasia or proliferative tendencies. This condition 
also is relatively benign in its clinical course. In the case cited below 
neither villi nor Langhans cells were found in any of the sections; 
thus the réle of a relatively harmless invader is again played by the 
syneytial cells alone. 

Kor the etiology of this condition nothing more can be said than 
what has been suggested for syneytial endometritis. The symptoms 
and clinical course are practically identical with what are seen in the 
previously described condition. It may be mentioned that with this 
process as well as with syneytial endometritis the onset of the disease 
may follow long after a pregnancy, abortion, or mole, sinee it has 
been seen that villous elements may remain viable in a uterus for 


months and even vears. 
TREATMENT 


The management of this condition in most cases is conservative. 
As with syneytial endometritis, however, individual problems present 
themselves. So few cases of purely syneytial processes have been re- 
ported that it is difficult to formulate a definite plan of procedure. 
If the diagnosis be definitely established from curettings or discharged 
tissue, the treatment should certainly be expectant at the outset, pro- 
vided the general condition of the patient is favorable. No doubt 
curettage alone has cured a considerable number of cases while oth- 
ers have gone on to spontaneous recovery through complete syneytial 
degeneration. If bleeding should persist or recur after thorough 
curettage, a case should be managed according to its clinical behavior, 
taking into consideration particularly the age of the patient, the de- 
gree of anemia, and the presence or absence of infection. IHysteree- 
tomy should not be resorted to at once in any case. For the bleeding 
and its resulting anemia, transfusion should be of great value. Per- 
haps, on theoretical grounds, the serum or whole blood of pregnant 
women might be of greater benefit, even in small quantities. The 
employment of transfusions is rarely mentioned as an adjunct in the 
treatment of chorionic lesions where bleeding is so often the main 
feature. 

Kiltered radiation therapy might well be advocated for the nonin- 


fected cases. A few reports of success with radiation in malignant 
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chorionic processes are available (Naujoks, Jung-St. Gallen, Schauta. 
Hoérmann, Adler, Payne, Clark). Because of the embryonic character 
of chorionic lesions, it would seem that radiation therapy should be 
applied more frequently. Naujoks*® concluded that roentgen rays did 
at least what the curette or the exploring finger could accomplish, 
In a woman past the childbearing period in whom conservative 
measures do not seem effectual, hysterectomy may be resorted to 
relatively early even if only to relieve anxiety or to accomplish an 
immediate result. In young patients, however, hysterectomy should 
rarely if ever be undertaken. Since there are no progressive metas- 
tases in purely syneytial lesions, if the histologic picture is definitely 
determined, there need be no apprehension about temporizing while 
closely observing the clinical course. When local or general infections 


complicate these conditions it would seem logical to treat the patient 


Fig. 2.—Syneytioma. Gross specimen, uterus and adnexa, showing extent of involve- 
nent of the uterine cavity and cystic ovaries, 


from the standpoint of the infection, disregarding the specific histo- 
pathology. 


CASE 2. (Syuecylioma).—W. aged thirty-five, U. S., married, housewife, ad- 
mitted to the Rhode Island Hospital, Providence, May 14, 1924. IT am indebted to 
Dr. C. Schradieck for permission to report this case. Patient had six children, old 
est sixteen vears old, voungest four months. Labors were normal, Miscarriage one 
year previous at four months. Menses began at age of thirteen, every twenty-one 
days, seven-day habit, profuse. Family history irvelevant. Measles in childhood. 
Chief complaint was ‘* flowing.’ Patient was delivered of a full-term baby at home 
by a midwife four months before admission. She did well postpartum until she got 
out of bed on the ninth day, when she started to flow. Passed large clots every few 
days since then and bled profusely at times. bearing-down pains when the 


clots were expelled. Was confined to bed the last five weeks beeause of pain and 
weakness. Night sweats and chills about three times a week since the birth of the 
baby. Persistent vomiting also during the last five weeks 

General physieal examination essentially negative. A mass was palpated in the 


abdomen the size of a large orange. Vaginal examination 5/16/24, mass size of 
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erapefruit to left of uterus intimately connected with the uterus and of fair mobil- 
ier. Uterus normal in size (2). Appendages not felt. Fibroid uterus (?). Was- 
sermann, 5/31/24, was four-plus, Operation 5/18/24. Dilatation and curettage, 
supravaginal hysterectomy, salpingo-oophorectomy (bilateral). Uterus was enlarged 
to size of two months” pregnancy, 3 irregular enlargements being in the right horn. 
Diain left in cervix. 

As far as could be determined this patient is living and well. 

Pathologie report by Dr. Schradieck: Specimen consists of an intracervieally ex- 
cised uterus obtained by wide hysterectomy. Specimen was received opened anteri- 
orly. The uterus was somewhat enlarged, measuring 6.25 em. in length, 9.5 em. in 
width, and 4 em. in thickness, and was tilled with r: 


red masses of spongy tissue 


tee 


projecting from the posterior wall mainly in the form of a soft nodular spongy 


} 


Fig. 3.—Syncytioma. Shows sheet of syneytial cells with marked leucocytic 
infiltration. 


growth, in parts showing indications of polypoid exerescenees with signs of a very 
superficial neerosis. The growth involves the uterine myometrium quite extensively, 
more so towards the right side, the tissue showing for the most part a distinet hem- 
orrhagic infiltration and at the same time even in the less hemorrhagic parts exhibit- 
ing a spongy structure. The tissue could be seen to spread about through the 
myometrium in the form of small islands as well as irregular progressing roots and 
strands and penetrating the whole of the myometrium well up towards its serosa 
covering, 

Microscopically: Sections through the uterine wall showed the uterine muscle in- 
filtrated with irregular branching masses of syneytial cells containing quite a num- 
ber of multinuclear giant cells, the nuclei showing fragmentation and the cell bodies 


tending distinetly to regressive changes. In fact the latter changes are so pro- 
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nounced that the larger bulk of these cell masses appeared necrotic and showed loss 
of nuclear stain and only a faint outline of the cellular limits with the tendeney of 
the same to fuse into irregular amorphorus necrotic areas.  Fibrinous exudation 
and hemorrhagie extravasation were interspersed between syncytial masses of this 
type. A distinct outline of chorionic structure was absent in the sections examined. 
There was considerable cellular infiltration with pus cells throughout the neerotie tis 
sue and within the interstitial stroma of the myometrium. 


Diagnosis: Syncytioma (atypical chovrioma). 


Most standard textbooks do not take up the purely syneytial 


lesions as a distinct entity. Ilyvdatid mole and chorioepithelioma are 


usually discussed at length, but their clinical variations being de- 
pendent on specific histologie criteria are not adequately expounded, 
These and similar shortcomings in many special treatises may be 
held to blame for numerous eases erroneously reported as malignant 
chorioepithelioma. A few of these examples will be cited below, to- 
gether with the few that have received proper recognition. 

Marchand! designated as ‘*utypical chorivepithelioma’’ (syncytial endometritis) 
those cases in which there was an extensive infiltration of the decidua and myome 
trium with isolated cells which from their histologie characteristics are identified as 
the syneytial wandering cells. Thus we have a rather distinet picture in which we 
note the absence of Langhans cells and villi. Frank1¢ in discussing atypical chorio 
epithelioma states that in this form the Langhans cells are less numerous than in the 
typical form. He also illustrates with a photomicrograph a section of a lung metas- 
tasis of a case of atypical chorioepithelioma. Ewing doubts whether genuine pro- 
gressive metastases have ever been observed in the atypical form. This ease of 
Frank’s no doubt belongs to the category of typical chorioepithelioma. Frank also 
makes the statement that histologic criteria are unreliable in judging this group of 
lesions. It must be admitted that eases occur which are difficult to classify abso- 
lutely from the histologie picture alone, but this is true in a measure of tumors in 
general, and it is felt that histologie criteria should not be slighted because of the 
exceptions. 


V. Velits26 collected eight cases of ‘*chorioepithelioma’’ which recovered after 
curettage. Ewing found that five of the tumors were composed principally of wan- 
dering syncytial cells and belonged in the category of syneytioma and syneytial endo- 
metritis. Two of the cases were proliferating hydatid moles (Risel’s and Blum 
reich’s), and one (Graef’s) was inadequately described. Ewing mentions other cases, 
those of Noble, Fleischmann, Cazin-Segond, Kolomenkin, and Horrmann in which the 
lesions were chiefly of syncytial nature, thus explaining the recoveries following par 
tial removal of the tumor. The absenee of proliferating Langhans cells in these 
cases would exclude them from the group of typical chorioepithclioma according to 
Ewing’s and Marchand’s classifications. 

Proust and Bender? make mention of two eases considered to be chorioepithelioma 
and cured by curettage but which were really proliferating placental polyps. 

Vineberg27 reported nine cases of chorioepithelioma with eight cures following 
hysterectomy. He attributed these excellent results to early diagnosis rather than 
to the possibility of their being transitional lesions. No photomicrographs are sub 
mitted and a histologie deseription is given in only two of the series,—Case 1, and 
Case 7, the fatal one of the group. In Case 1 the greater part of the tumor is com- 


posed chiefly of syncytial masses. In Case 7, the fatal one, the pathologie de- 
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scription states that the histologic study showed an atypical variety of chorioepitheli- 
oma (Marehand) with syneytial cells and Langhans cells being present. 

Novak?! knows of five cases in which the uterus was removed because of a diag- 
nosis of chorioepithelioma and only one of these was found to be the seat of the dis- 
ease by Cullen. It is felt that the fully malignant chorioepithelioma or eareinoma is 
a distinctly rare condition and the transitional lesions far commoner than is gen- 
erally conceded. In eleven years at Bellevue Hospital, out of 8,000 autopsies and 
ais than 3,500 surgical specimens examined, Gordon!’ states only one chorioepithe 
lioma was found, and this, a metastatic growth of the vulva, was doubtful. Cases 
of Hitschmann and Cristofoletti are not accepted by Teacher.25 In a series of 200 
hydatid moles these authors found fifteen that resulted in chorioepithelioma, a per 
oat of 7.5. Teacher regards this as a high percentage, especially sinee all re 
covered after operation, and he questions the validity of the diagnosis of malignaney. 

Ferguson’ recently reported a case as early chorioepithelioma in which a pan- 
livsterectomy Was done with a bilateral salping ) oophoreetomy. The microscopie de- 
scription by the pathologist as well as the photomicrograph submitted showed a typ- 
ical picture of syneytial endometritis. 

McClellan’® reported a case of atypical chorioepithelioma, a true example of 
syncytial endometritis. The patient, four mouths after a three months’ miscarriage 
developed chills, fever, and hemorrhage. The tissue discharged by the vagina showed 
typical syneytial cells. This patient during the course of her illness was seized with 
sharp pain in the left thorax and began to cough with a bloody expectoration. 
Examination of the sputum showed the same syneytial cells as were seen in the tis- 
sue from the uterus. The patient recovered. MeClellan recalled two similar cases 
which were reported chorioepithelioma ly the pathologist. 

Meleney!7 reported a case of syneytioma which terminated with acute peritonitis. 
This is one of a small number of fatalities occurring with syneytial lesions. Fatali 
ties, however, are never due to progressive metastases, but to hemorrhage and loeal 
and general infections. 

Geist!2 reported two cases of syneytial endometritis (syneytial hyperplasia) and 
two cases of syneytioma. The eases of syneytioma had hystereetomies performed 
beeause the picture suggested chorioepithelioma. 


Findley® reperted a case in a primipara of twenty-four who passed a hydatid mole 


and three months later had slight bleeding. A nodule was removed from the vaginal 
wall and was found to contain syneytial cells. A hysterectomy was performed with 


removal of both tubes and ovaries. No chorionie tissue was found in the uterus. It 
is reasonably believed that the finding of a syneytial nodule in the vaginal wall with 
slight bleeding is not an indication for radical surgery, even though following a 
hydatid mole. Findley further states that if bleeding follows the delivery of a mole 
(weeks, months, or years later) and ecurettings show proliferating syncytial tissue a 
hysterectomy must be performed. He evidently reaches this conclusion from his 
statistical study of 500 cases of mole formation, in which he claims that chorioepi- 
thelioma malignum developed in 157 eases or 31.4 per cent. This percentage is ex- 
tremely high and at wide variance with most authors. Teacher, as has been stated 
above, believes that 


7.9 per eent is too high. Novak states that if the great fre- 
quency of hydatid mole is established, as put forth by Meyer! and others, the per 
centage of malignancies would probably be a small fraction of 1 per eent. Tn view 
of the statistics of others therefore, Findley’s 157 cases of malignant chorioepithe 
lioma must be questioned as to validity of diagnosis, just as those of Hitsehmann 
and Cristofolletti’s are doubted by Teacher. 

Deaver,® in 1914, reported a ease in which he did a supravaginal hysterectomy for 
the reason that on hysterotomy the placenta was found friable. The patient had 
urinary symptoms, left iliac pain, and leucorrhea frequently blood-tinged. The 
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microscopic diagnosis, without description, was given as ‘*deeiduoma malignum,’? 
and the statement was made that this lesion originated from the syneytial cells of 
the chorionie villi, It may be mentioned incidentally that this term was applied to 
chorioepithelioma by Siinger, in 1S89, at a time when its histogenesis was not under- 
steod. It has become obsolete since the appearance of Marchand’s work. 

Numerous other examples may be gleaned from the literature of 
diagnoses based on inadequate knowledge of the life history of the histo- 
logic elements in chorionic growths, particularly the syneytial forms, 
In my opinion statements which tend to minimize the importance of 
histologie detail are ill-advised and misleading, for it is seen. the 
histologic findings best explain the outcome of the majority of eases, 
The clinical course, however, is of no small significance in the chorioma 
group, but we feel it is of no greater moment here than in any other 
pathologic process. 

| have purposely not dwelt on the subject of the typical malignant 
chorioepithelioma or chorioecarcinoma. Little new can be added to 
what has been so frequently discussed. It is the atypical, the trans- 
itional lesions which have not received sufficient space and appreceia- 
tion. With few exceptions writers have not adequately stressed the 
latter group of conditions. It is obvious that malignant chorio- 
epithelioma cannot in all eases be interpreted properly without a 
concept of the svneytial processes. 

CONCLUSIONS 

1. Two cases are presented of transitional lesions in the chorioma 
group: (a) Syneytial endometritis; Syneytioma. 

2. The lesions are essentially henign. 

3. The treatment of syneytial endometritis is conservative, curettage 
being the method of choice in the majority of cases. 

$. A review of the literature shows that there is not a general eog- 
nizanee of these lesions and further that many cases reported as typical 
malignant chorioepithelioma are really of these transitional types. 

5. Without the recognition of the syneytial or transitional group the 
malignant tumors cannot be interpreted properly. 

6. It is felt that the incidence of typical malignant chorioepithelioma 
or chorioecareinoma is much less frequent than has been supposed. 

[ wish to express my sincere thanks to Doctors Ewing and L’Esper- 
ance for their helpful suggestions and to Mr. J. Dunn for the photo- 
micrographs, 
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OVARIAN LUTEOMA, WITTE CASE REPORT 


By SAMUEL A. M.D., Brookiyn, N. Y. 


(From the Departments of Pathology and Gynecology, Long Tsland College TTospital) 


UTEOMA pathologically designates a malignant ovarian tumor 
derived from lutein cells. It is of extremely rare occurrence, and a 
review of the literature by Glynn! has shown only fourteen reported 
cases until the vear 1921. Nine of these are quite authentic, five are 
open to question. Ten other tumors of similar structure are reported 
as “‘ovarian hypernephroma.’’ The justification of this last designa- 
tion has been based upon ill defined and uncertain criteria as follows: 
1. Presence of Accessory Suprarenal Glands or Cortical Rests in the 
Pelvis—tIn the female, aberrant suprarenal tissue has been enecoun- 
tered in the hilum of the ovary, tube, and broad ligament; in the male, 
along the spermatic vessels and the epididymis. Since the suprarenal 
cortex arises from the mesothelium in the zone of the wolffian gland, 
it is in close proximity to the genital ridge where ovary and testicle 
are formed. Misplaced suprarenal segments can thus be readily 
‘arried into the pelvis with the sex organs, in the migration of the 
latter from the abdominal to the pelvic cavity. Possible local formation 
directly from the peritoneum is entertained by Robert Meyer. There 
are, however, no reported cases of suprarenal cortex in the body of 
ovary or testicle. Ovarian tumors of this nature, if they occur at 
all, therefore are actually secondary, arising in the broad ligament 
and extending later into the ovarian stroma. Pick reports such a 
case.” In the strictest sense, therefore, the ovary cannot be the pri- 
mary seat of a ‘“Shypernephroma.”’ 
2. The Gross Appearance of the Tumor—The larger tumors. re- 
ported as ‘‘ovarian hypernephroma’’ are solid, yellow in color, with 


areas of necrosis and zones of interstitial hemorrhage, thus grossly 
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simulating the more common renal hypernephromas. In recent years. 
even this Grawitzian group has been sharply curtailed and as first 
demonstrated by Sudek, many of these tumors are actually adenomas 
and adenocarcinomas of the kidney parenchyma itself. The gross ap- 
pearance, therefore, cannot be safely used to serve for the basis of 
histogenetie origin of tumors. This is especially true in the ovary 
where other lipoid-holding cells, i.e., lutein, give the same vellow 
color, and hold the possibility of originating these tumors. 

3. The Histologic Appearance of the Tumor.—The component cells 
of these ‘‘ovarian hypernephromas’’ are clear and glassy, and fre- 
quently rows of cells rest directly upon the capillaries. The picture 
reproduces the zona fasciculata of the suprarenal cortex when the 
cells are fat-laden. Yet, as demonstrated by Glynn, the same picture 


Fig. 1.—Cross section through the tumor of the right ovary. Bands of connective 
tissue divide the tumor into irregular opaque lobules. Where 


degeneration has oc- 
curred eystic cavities are present. Several of them, however, 


are follicular in origin. 
is reproduced in the reported cases of luteoma. Contrasting the 
orderly arrangement of cells in both groups with the marked cell ana- 
plasia of true suprarenal cortex tumors, Glynn concludes that luteoma 
and ‘‘ovarian hypernephroma’’ are the same; reported ‘‘ovarian 
hypernephromas’’ belong actually to the lutein group. This dedue- 
tion is further strengthened by absence of secondary sex changes 
(hirsutes, change of voice, atrophy of breasts, uterus, ete.) in the 
ovarian tumor groups, though these changes are constantly found in 
true cortical tumors of the adrenal gland. 

At best, therefore, ‘‘ovarian hypernephroma’’ rests upon a most 
weak foundation, and even if truly encountered, presents a tumor 
secondarily invading the ovary, and not actually a tumor of the ovary 


per se. 


ll 


WOLFE: OVARIAN LUTEOMA, WITH CASE REPORT 977 
The accompanying case report presents a bilateral yellow grey 
tumor of the ovaries. The left ovary, though relatively normal in 
size. has been almost completely replaced by tumor. Entrance from 
the broad ligament or hilum is definitely excluded, for a shell of 
ovarian tissue completely encireles the organ. Ilistologically, the cells 
are pale staining, even though the cytoplasm is coarsely granular. A 
perivascular arrangement is lacking, and the cells are not in eontact 
with the capillaries, excluding a formation that mimies in the least 
the zona fasciculata of normal suprarenal glands. In brief, the tu- 
mors are of the ‘‘clear cell type’’; they arise in the ovary, and do 
not resemble hypernephroma in morphology or arrangement. Lute- 
oma is therefore very properly diagnosed as will be more fully shown 
later. 


Fig. 2.—Section through the left ovary. The organ is only slightly enlarged. 
A few follicular cysts are present in the cortex. Stroma is largely replaced by opaque 
tumor tissue, 


The clinical features of the case are briefly summarized as follows: 


Miss G. S., aged twenty-one, was admitted to Dr. Polak’s serviee of the Long 
Island College Hospital, on Dee. 29, 1924, complaining of irregular menstruation and 
pain in the right lower abdomen. The family history was essentially negative and 
irrelevant to the present illness. Exeept for typhoid six years before, she had been 
always well. Menses began at the age of fourteen, recurred every 28 to 34 days for 
6 days, and were generally associated with moderate comenstrual pains. These had 
become more intense with the present illness. Last menses occurred Dee, 28, 1924; 
the prior period Dee. 15, 1924. Patient was unmarried. 

For the previous two months, the patient had menstruated. every two weeks for 
5 to 6 days. Bleeding was associated with a dull pain in the right lower abdomen 
but it was markedly aggravated with the onset of bleeding. Pain, however, had not 
been sufficient to incapacitate the patient. 


Laboratory Data—Urine: normal; B. P. 118/80; Blood: Hb. 80 per cent; W. 


B. 


C. 10,400, Neutrophiles 79 per cent, Lymphocytes 21 per cent. 


t 
S 
vad 


578 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


Physical Eramination.—Patient, a white female, weight 150 pounds, height five 


feet five inches, able to walk about, was not acutely ill. She was mildly 


obese and 
appeared older than stated age. Complexion was fair. Head 


negative; eyes pro- 
truded slightly; slight obstruction to nasal breathing. Mouth showed. a great deal 
tonsils enlarged, pale color. Neck 
thyroid was slightly enlarged and palpable. Thorax 


of bridge-work and gold. Pharynx: negative: 
emphysematous type, breasts 
well developed. Bilateral equal expansion, tactile fremitus normal. Pereussion re- 
vealed good resonant note anteriorly and posteriorly. Auscultation should normal 
vesicular breathing anteriorly, no rubs, no rales. In lower posterior back breathing 
was distant, no rubs, no rales. Heart—negative. Pulse of good quality, 112 per 
minute (excitation ). 

Abdomen was distended. No rigidity was present, but tenderness was elicited in 
right lower quadrant near the midline. A mass about the size of a large orange was 
palpable in the right lower quadrant. Marked tenderness was found on deep pres- 


Fig. 3. 


Microscopic section from the left Ovary (x100), Note the irregular 
alveoli of compact cells. The latter are granular, and pale with sharply defined 
borders. The nucleus is eecentrically placed. The stroma is of the spindle-celled type. 


sure over this area. Flatness was present in both flanks and over the palpable mass. 
Pereussion was tympanitic over the rest of the abdomen. 

Extremities—negative. Pelvie examination revealed a normal virginal introitus 
with erescentic hymen, anteflexed cervix, and anteflexed uterus. A mass was present 
in the right abdomen, movement of which did not transmit an impulse to the cervix. 

Stereoscopic roentgen examination showed no rib, diaphragmatic, or cardiac 
pathology. Bronchi and pulmonary parenchyma were free from changes. There was 
no evidence of tumor metastasis. 

Operation was performed by Dr. Polak, on Jan. 10, 1925. ‘‘Median abdominal 
incision; small amount of free fluid was present in the peritoneal cavity. The uterus 
was displaced posteriorly and to the left by a large solid tumor of the right ovary. 
It was slightly twisted on a short broad pedicle. The left ovary was also replaced 


by a tumor mass and measured 3 em, in diameter. Double salpingo-oophorectomy 


| 
| 
| 


WOLFE: OVARIAN LUTEOMA, WITIL CASE REPORT a19 


was performed; the uterus suspended, and the wound closed after a cigarette drain 
was left in culdesac.”’ 

Postoperative course Was uneventful. No morbidity; highest temperature 101° 
on second day. Patient was discharged February 20, 1925; wound healed by primary 
union except for a small granulation at the lower angle, Uterus was in normal posi- 


tion; broad ligaments were free from exudate. No free fluid was present; flanks 


were tympanitic. 
Follow up: The patient has not been seen since discharge from the hospital and 


efforts to locate her have been futile so that the ultimate clinical result is unknown. 


PATILOLOGIC REPORT 


Tubes and Ovarices.—The right adnexa presented changes as follows: The tube 
measured 75 by G6 mm. and was of normal form and contour; abdominal ostium was 


patent and the fimbriae were normal. Close gross inspection of the broad ligament 


Fig. 4. Another view of the tumor (x100). Growth is more diffuse but defini- 
tion by fibrous septa, persists. The cells are clenr but of granular texture. Many 
nuclei are lacking; others are displiced towards the cell membrane, 


showed no changes. The ovary was enlarged to an ovoid mass the size of a canta- 
loupe, measuring 15 by 10 by 5 em. It was solid in structure and firm to the touch. 
The surface was smooth and shiny and the vessels were prominent. The color was 
largely vellow-gray. On section the tumor dripped fluid from opened cysts seattered 
through the interior. The tunica served as a capsule for a tumor which filled the 
entire organ and presented dense, opaque, compact, vellow-gray Masses, In foci, 
strands of connective tissue subdivided the tumor into large alveoli. Several irregu- 
lar cystic cavities varying from 1 to 2 em. in size were irregularly distributed but 
were more numerous centrally. Stroma was relatively seant. 

The left tube, like its fellow, was normal and measured 70 mm. The broad liga- 
» 


by 2 ecm. It 


was ovoid in shape. Surface was smooth, gray-yellow in color. Consistency was 


ment was normal, The ovary was of normal size and measured 3 by 2 


normal. On gross section the tunica was normal. Through the cortex were scattered 
several follicular cysts. The bulk of the cortex and medulla was filled. with tumor 


| 
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tissue as essentially noted in the other ovary. Several regressing ecorpor: a as 


strewn through the medulla between the tumor elements. Cysts were lacking in this 
ovary. 

Histologically, the structure was similar in each ovary, and the following deserip- 
tion, therefore, serves for both organs. The germinal layer was poorly preserved 
and only few of its cells were seen. Subjacent the tunica was narrow, sharply 
defined, and free from tumor cells. The bulk of the organ was replaced by epithelial 
alveoli supported by a cellular fibrous stroma. The alveoli varied in size. 


In shape, 
they were round, oval, or irregular. 


In areas, the growth was more diffuse, and small, 
closely set cell clusters were separated by fine narrow fibrous septa. 
The component epithelial cell showed a slightly varying structure. Least fre- 
quently and generally in the basal layers of the larger alveoli it was small, round 
or oval in shape with a fairly deep staining granular cytoplasm. The cell outline 


was defined, and the round vesicular nucleus lay centrally. As a rule, however, the 


KFig. 5.—Showing irregular alveoli of compact cells in mosaic 
Cytoplasm is granular, cells are pale, and nuclei flattened 
brane, An occasional one persists centrally in the cell, 


arrangement (x350). 
against the cell mem- 


eells were larger, and were round, polygonal, or ovoid in form with most distinet 
cell outlines, so that the appearance was actually mosaic. The cell cytoplasm was 
abundant, stained faintly with eosin, and though granular, the cell generally was 
pale. The nucleus stained more deeply, was solid or vesicular, and was eccentrically 
placed. Generally, the central areas of the alveoli presented these cells. As the 
latter enlarged, their clarity was increased, their staining capacity diminished, and 
the nucleus which was flattened and elongated was compressed against the cell mem- 
brane. Some were crescentie and reminiscent of nuclei of heavily laden fat cells. 
Degeneration was not infrequent and many cells were devoid of nuclei. Where 
necrosis was of longer duration the cells had fused into a ragged irregular débris 
filling the center of the alveoli and forming some of the cystie spaces grossly noted. 
In the zones of diffuse growth, the large pale cell, with its compressed, eccentrically 
placed nucleus, was very prominent.  Intermingled with the tumor elements, were 


moderate numbers of recent and old follicular cysts. In the left ovary remnants of 


: 
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regressing corpora lutea were also encountered. Nests of tumor cells encroached 
upon all these structures. The stroma was of the spindle-celled, fibroblastic type and 
was fully matured. Its quantitative distribution was varied, presenting in fine septa 
where the growth was diffuse, or in broad compact zones about the larger alveol. 
Everywhere the epithelial cells were defined by fibrous tissue and were not in contact 
with capillaries. Generally the latter were free, narrow, and did not form a promi 
nent feature. Several small venules were encountered, 
Differential Diagnosis: 
Pale cell tumors in the ovary may result from: 
1. Edema or hydropie degeneration of an originally opaque cell 
tumor. 
2 Accumulated mucus in the cell evtoplasm of the tumor. 


3. Abundance of fat or lipoids in the cell evteplasm of the tumor cell, 


In the tumor under discussion, edema and hydropie degeneration 
ean be readily dismissed. Though the right ovary showed slight tor- 
sion at operation vet the small left ovary, free from mechanical dis- 
placement, presented epithelial alveoli in every way similar to those 
of the right. No edematous changes were found in the stroma; cap- 
illaries were free from congestion. Kdema or hydropie degeneration, 
therefore, cannot explain the pallor of the tumor cells in this ease. 

Muein-holding cells in the ovary are restricted to two tumor groups, 
pseudomucinous eyst adenomata and the metastatie carcinomata. 
In the pseudomucinous group, the large cystic locules filled with 
mucin, form the predominant picture on gross appearance. Some 
eysts are retained even in those of malignant stamp. In the benign 
(parvilocular) pseudomucinous adenoma, the element causing solidar- 
ity is the accumulated mucus. Microscopically miniature but definite 
gland spaces are always retained and are of benign character. In 
the tumors here presented primary cystie changes are lacking; grossly 


mucin is absent. The size is due to growth of solid epithelial nests. 
The focal cysts are the result of central necrosis of tumor alveoli or 
eystic atresia of the primordial follicles. Bilateral occurrence of the 
tumor also argues against pseudomucinous eystadenoma. Histolog- 
ically, the goblet cell of the columnar type with its clear translucent 
mucus in the proximal eel] zones (so typical of the pseudomuecinous 
eystadenoma) is lacking. For the case in point presents large round 
or polygonal cells, and though the cell is pale and stains faintly, the 
groundwork of the cytoplasm is granular. VPallor of the cell is the re- 
sult of condensation of cytoplasm into granules, leav'ng intervening 
zones clear of cell substance. These changes were so decided that 
carmine stains were not believed necesary for the exclusion of pseudo- 
mucinous tumors. 

The metastatic mucin-containing tumors of the ovary generally 
originate in the stomach or gall bladder and comprise adenoeareino- 
mata and the Krukenberg tumor group. Only the latter type needs 


= 
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discussion for our purposes. The Krukenberg tumors are bilateral 
usually large, and frequently give no symptoms indicative of their 


primary seat. Grossly on section they are characterized by their 


in the 
past two years this tumor group presents several distinctive features: 


transparent or wax-like appearance. In four cases studied 


(1) The epithelial cells are diffusely seattered as solitary structures 
in a hyperplastic stroma. (2) The cell outline is distinet; eytoplasm 
pale, clear, and homogeneous with a flattened nucleus in contact with 
the cell membrane producing the ‘‘signet ring’? form. (3) The stroma 
shows marked hyperplasia, and as a result the tumor was originally 
considered as a sarcoma. Free masses of mucus irregularly infiltrate 
the component stroma cells. The tumor structure of the specimen 
here reported showed a distinct alveolar growth, the cells though 
granular were pale; the nuclei though markedly eccentric could be 
found in the central zones of the cell body as a vesicular structure. 
The supporting stroma was always definable from the cell of the tu- 
mor and presented no undue hyperplasia or infiltration with mueus, 
The morphology, therefore, was decidedly different from metastatic 
ovarian tumors of the Krukenbere group. 

Lipoid-containing cell tumors include hypernephroma and luteoma. 
IHypernephremata of the ovary, if they occur at all, are not primary 
ovarian tumors. They originate in the broad ligament with seeond- 
ary extension into the ovary. This etiology is definitely exeluded in 
this case, for both at the time of operation and in the specimen re- 
moved the broad ligaments were free. Microscopically, the tumor 
cells lack the clear glassy appearance of the Grawitizian group; they 
are not in relation to the capillaries, there is no simulation of supra- 
renal cortex. At best, cell pallor and clarity, and sharply-defined cell 
outlines are the only features suggestive of suprarenal origin. 

In the ovary where the lutein cell is found these characters are 
entirely insufficient, for it also possesses gross and histologic fea- 
tures quite similar to that of the suprarenal cell. Normally exeept in 
the stage of hyperemia, the corpus luteum with its chrome or canary- 
vellow color, reproduces the tint of renal and other hypernephromata. 
Histologically there are several most important characters of the 
lutein cells to be emphasized. Though small and spindle-shaped with 
little eytoplasm in the stage of hyperemia, the lutein cell rapidly 
changes during vascularization. It is now large, round, or fusiform 
with sharp borders. The granular ¢ytoplasm is pale, especially as 
the efflorescent stage is reached. Contaet with capillaries is estab- 
lished after the latter invade the lutein column. In the Bliithestadium, 
lipoids rapidly infiltrate the cell; the eytoplasm is) paler, though 
granular. During involution of the corpus, the evtoplasm becomes 
completely clear or homogeneous; the nuclei are karvolytic in tvpe or 
pycnotic. The lutein cell, therefore, in its normal evcele of develop- 


ment and regression passes from a pale granular to a clear cell. It 


—— 
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remains closely in contact with the capillaries during its later stages. 
This anatomic picture can, therefore, readily furnish the pattern for 
all unusual forms of pale cell carcinomas of the ovary without in- 
eriminating suprarenal rests, which have never been anatomically 
recorded in either ovary or testicle. The finding of these tumors only 
in the ovary lends further weight to the lutein origin of the tumors 
here recorded. 

The constituent cells of the tumors here reported morphologically 
resemble lutein, cells in the following ways: (1) They are round, 
oval or polydehral in shape, and mosaically arranged. (2) They possess 
abundant eytoplasm, granular in type with poor staining capacity. 
(3) Round or oval vesicular muelei centrally placed are found in the 
deeper layers of the larger alveoli. Eccentric nuclei are found in the 
largest cells where advanced cytoplasm changes have oeeurred. 
Whether cell pallor is due to accumulated fat is unfortunately unde- 
terminable from this study. The gross tissues had been passed 
through aleohol (after Kaiserling) before this faet was fully appre- 
ciated. Those sections stained with Sudan III would, of course, fail 
to stain, even if lipoid were originally present. Yet, from the simi- 
larity of the cells with those of lutein origin and the exelusion of 
other tumors of pale staining cells, the diagnosis of luteoma seems 
justified and well supported. 

CONCLUSIONS 

1. Lutein tumors of the ovary have been erroneously interpreted 
as ‘‘ovarian hypernephromata.’’ 

2. The vellow color of these tumors, the clear cells, and the intimate 
relation to capillary walls are insufficient criteria to show suprarenal 
cortex histogenesis. 

3. The normal corpus luteum in several of its developmental and 
regressive phases possesses gross and histologie features which mimie 
suprarenal cortex structures. Tumors of lutein origin retain some or 
all of these characters. 

4. The enclosed report describes in detail the elinieal history and 
the gross and miecroseopie findings of a true ovarian luteoma. The 
cells are of the pale type but granular, grow diffusely or in alveoli, 
and have no eontaet with capillaries. The tumors are gray-yellow on 
gross appearance. 

My thanks are herewith extended to Dr. John O. Polak, and Dr. 
Archibald Murray for their suggestions; and to Mr. James V. Dunn, 


for his excellent photographs. . 
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PULMONARY EMBOLISM COMPLICATING PREGNANCY, 
LABOR, AND THE PUERPERIUM* 
By E. Everett Bunzen, M.D., New York Ciry, N. Y. 


(Attending Obstetrician and Gynecologist, The Sloane Hospital for Women) 


MONG the less frequent complications of pregnancy and sequellae 

of parturition, pulmonary embolism, though uncommon, must be 
considered one of the most serious, for it carries with it a very high 
mortality. Because of its rarity, it seemed unwise to be content with 
a small series of cases in any one institution and, therefore, to the 
eases which oceurred at the Sloane Hospital for Women during the 
last five years, have been added those cases which occurred at the 
Woman’s Hospital of New York, and the New York Lying-in Hos- 
pital for the same period. In seeking the information desired for this 
study, complete cooperation was received from those in charge of 
these hospitals and the courtesy of their record rooms was cheerfully 
granted. During this five-year period, 31,716 pregnant patients were 
eared for in the three hospitals, and there were thirty-two cases in 
which a diagnosis of pulmonary embolism was made, giving an inei- 
dence of approximately 0.1 per cent. Of the thirty-two cases so diag- 
nosed, twenty-one died, or more than 65 per cent. 

Before proceeding with a detailed study of these cases, we may 
consider briefly the origin of the embolus, for there are several opin- 
ions worthy of consideration. It is generally agreed that the embolus 
may be the whole or a part of a thrombus in the venous circulation 
which is carried up the inferior vena cava into the right auricle of 
the heart, and then into the right ventricle from which it is forced 
into the pulmonary artery itself or into one or more of its main 
branches, completely occluding the vessel where it becomes lodged. 
In considering pulmonary embolism complicating pregnancy, labor, 
and the puerperium, there are some who believe that the embolus is 
derived directly from a thrombosis of the uterine sinuses, while others 
are firm in their conviction that there is a preexisting thrombosis of 
the femoral, iliac, or saphenous veins. It seems doubtful that an 
embolus large enough to occlude the pulmonary artery could arise 
from the uterine sinuses because the return circulation from these 
sinuses must be by the way of smaller veins emptying into larger 
tributaries even before the uterine plexuses of veins are encountered. 
These plexuses are most tortuous and in them would probably be 
caught any fair-sized embolus before being carried into the uterine or 


*Read (by invitation) before a meeting of the New York Obstetrical Society, 
November 9, 1926. 
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ovarian veins. It might be conceded that a very small plug could be 
earried along this tortuous route and gain access to a small ramifica- 
tion of the pulmonary artery and give rise to the formation of a 
pulmonary infaret. 

Another view, namely, that the embolus arises from a thrombosis 
in the femoral, iliae, or saphenous veins, is supported by Ludwig 
Aschoff, professor of pathologie anatomy in the University of Frei- 
burg. In his ‘‘Lectures on Pathology,’’ delivered in the United States 
in 1924, he very clearly and conclusively points out why he believes 
this opinion is correct. The factors involved in the formation of the 
primary thrombus may be found in changes in the blood plasma 
and blood elements, and in changes in the rate of blood flow and 
in the vessel walls. The first step in thrombus formation is a 
local accumulation of blood platelets in the circulatory blood along 
the vessel wall, due to valves, widening of the vessel, or other mechan- 
ical factors which cause a slowing of the blood stream. As more 
platelets are deposited in this framework, the vessel becomes occluded 
and the blood ceases to flow and the blood directly beyond becomes 
stationary. At the site of occlusion of the vein is the so-called ‘‘ white 


thrombus,’’ 


while the coagulated blood beyond becomes the ‘‘red 
thrombus’’ whieh gives rise to the embolus. In discussing thrombus 
formation von Recklinghausen states that the production of eddies 
in the blood is a more important factor than the mere slowing of the 
stream. Backward pressure exerted by the column of blood beyond 
may cause widening of the vein, which widening may be increased by 
the venous pulse, and the thrombus may occur at this site. 

Another factor to be considered in the localization of a thrombus 
is that of pressure on the vein by some overlying structure, as the 
femoral vein passing under Poupart’s ligament, or the left iliae vein 
being pressed upon by the large arterial trunks. In addition, changes 
in eardiae foree and loss of blood, as from hemorrhage in labor, are 
other factors involved. Granting, therefore, that changes oceur both 
in the rate of blood flow and in the blood platelets, still another fae- 
tor in thrombus formation must be aseribed to changes in the vessel 
wall itself, usually in the form of endothelial damage. At such a site 
along the vessel wall we may expect to find an accumulation and 
adhesion of blood platelets and the formation of a thrombus. 

If, as in puerperal sepsis, the thrombi at the placental site becomes 
infected a condition of thrombophlebitis results and this in turn may 
progress and give rise to pyemia. On the other hand, in the absence 
of infection, by a careful study of the thrombi removed from the pul- 
monary artery in eases of sudden death, Aschoff has shown that these 
plugs are made up of thrombi corresponding in thickness and size to 
that of the femoral vein, and from this he concludes that, in all prob- 
ability, the embolus arises from the femoral vein due to a statie throm- 
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bosis. If this be true, our attention in earing for the parturient 
patient, if we would decrease this complication following labor, must 
be directed to overcoming stasis in the circulation of the lower 
extremities, as well as to asepsis and antisepsis. 

Thrombosis is, of course, possible without embolism ensuing, jn 
which case secondary changes occur in the thrombus. These changes 
are processes of organization and degeneration so that eventually the 
entire thrombus may disappear. Or, more frequently, vascularization 
may occur and new vessels may then be formed in the clot and the 
cireulation may be reestablished. It is during the process of organ- 
ization and degeneration of the thrombus that secondary embolism 
occurs. Osler tells us that as organization of the thrombus increases, 
the danger of secondary embolism decreases, but that degenerative 
changes in a thrombus in the form of liquefaction and softening in- 
creases the danger of secondary embolism. Furthermore, secondary 
embolism occurs most commonly after thrombosis of the iliae veins, 
next in frequency after saphenous thrombosis and then after that of 
the femoral veins. 

A discussion of embolism at the time of labor would be incomplete 
if something were not said concerning air emboli. That this condi- 
tion occasionally exists no one will doubt if he will turn to the litera- 
ture, for many apparently authentic cases are recorded. James A. 
Gough of Chicago draws attention to this condition, arising especially 
in eases of placenta previa, also in eases in which an intrauterine 
douche is used to free an adherent placenta, in cases of version and 
breech delivery, and in cesarean cases. The remarkable case of 
Cordwent is worthy of note in this connection; the patient delivered 
in the standing position and as the child fell, the placenta was dragged 
out immediately after. The patient cried out aloud, gasped and died 
suddenly. The diagnosis of the cause of death was made at autopsy 
when a large quantity of air was found in the heart. Direct entrance 
of air into the uterine cavity may, therefore, be the cause of sudden 
death. Williams admits the possibility of the occurrence of air em- 
boli, but correctly implies that bacteriologie study in most of these 
eases would show the Bacillus aerogenes capsulatus. It is unnecessary 
to discuss the exogenous emboli as we are not concerned with them in 
pregnaney and the puerperium. 

Having briefly discussed the formation, localization, and character 
of thrombosis, which gives rise to pulmonary embolism, as met with 
in the practice of obstetrics, we may now direct our attention to a 
survey of this complication. The symptomatology is clear eut and 
almost pathognomonic in the majority of cases. The most constant 
symptoms and signs are sudden pain in the precordial region or 
posterior aspect of the chest, marked cyanosis and dyspnea with air 
hunger, rapid increase in the pulse rate, cough, and oceasionally blood- 
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streaked, frothy sputum. Of course, all these symptoms and signs are 
not present in each case, but usually there is a combination of two or 
three. In some instances, however, death oceurs so rapidly that there 
is not time for the symptoms to be produced, as in the typical case of 
a patient who sits up in bed, gasps a few times and falls over dead. 
In the cases in which death does occur suddenly, very definite phys- 
ieal signs in the chest may be found. These signs may be dulness on 
percussion, diminished or bronchial breath sounds, and the presence 
of rales most commonly occurring at the base of either lung, but more 
often on the right side. These signs may be readily confused with 
those of pneumonia, but with the sudden onset, and in combination 
with the history and symptoms, differential diagnosis is not difficult. 
In the cases which develop pulmonary signs and symptoms, there is 
sometimes a chill, followed by a temperature which may reach 102° 
to 103 

In this series of thirty-two cases in 31,716 patients, pulmonary em- 
bolism occurred six times in the early months of pregnancy. All of 
these cases, however, were associated with some condition complicat- 
ing the pregnancy. There was one unruptured ectopie in the second 
month on which a right salpingeetomy was done; there were two ear- 
diae patients on whom abdominal hysterotomy and sterilization by 
resection of the tubes was performed during the third and fourth 
months of pregnancy. It oceurred in a woman at two months who 
had five children and a very marked ventral hernia. In this ease, 
hysterotomy with sterilization and repair of the hernia was done. In 
two cases in the fifth month, pulmonary embolism oceurred after 
laparotomy, onee for a large dermoid cyst of the right ovary with 
removal of the right ovary, and once in a ease who had a marked 
toxemia. This ease, when abdominal hysterotomy was done, was 
found to be an hydatidiform mole, and as the ovaries were eystie the 
left tube and ovary were removed and a plastic was done on the right 
ovary. In this series of six eases, all of whom were abdominally 
operated, there were four deaths or 66.6 per cent. 

The remaining twenty-six eases who had pulmonary embolism were 
delivered in the eighth or ninth months of pregnaney, the signs and 
symptoms arising postpartum in twenty-four, for one had a decom- 
pensated cardiae condition and died before the onset of labor, and 
another cardiae had a pulmonary embolism in the fourth month of 
pregnancy, recovered and went safely through labor and the puer- 
perium. It cannot be argued from this, however, that pulmonary 
embolism does not occur in uncomplicated eases antepartum, but we 
cannot expect to find such eases in hospitals, beeause if the ease so 
diagnosed does not die suddenly, the physician in charge certainly 
would not assume the additional risk of transporting his patient to a 
hospital. It is doubtful if the age of a patient has any bearing on the 
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incidence of pulmonary embolism, as in the series of twenty-four cases 
oecurring at or near term, the patients ranged in age from eighteen to 
forty-six years; it happened in five patients between the ages of 
eighteen and twenty-five, in fifteen cases between twenty-six and 
thirty-five, and in four women between thirty-six and forty-six. In 
this group of twenty-four cases, there were nine multiparous and fif- 
teen primiparous patients. 

Turning now to a consideration of the type of labor and delivery 
in this series of twenty-four postpartum eases, we find that only two 
had a first stage of more than twenty hours, and in only one was 
the second stage more than two hours. In no instance was the third 
stage more than twenty minutes. That very rapid labor plays no 
part may be seen by the fact that there was not a single instance in 
which the labor was less than six hours. The question has been 
raised whether any of the medications given directly postpartum 
influence the occurrence of pulmonary embolism. Although most of 
the eases were given one of the ergot preparations by mouth, only a 
few received pituitrin hypodermieally. 

When we analyze the types of deliveries, we find that six patients 
were delivered normally, seven by forceps (one low and six medium), 
seven by abdominal cesarean section, two by breech, and two by ver- 
sion and breech. In two of these operative deliveries, Voorhees bags 
were employed, while in other cases a manual curettage, a median 
episiotomy, and tamponade of the uterus were done once. We see 
from this that the incidence of pulmonary embolism in operative 
deliveries is three times greater than in normal spontaneous deliver- 
ies. Of the twenty-four eases delivered, sixteen or 66.6 per cent died, 
and of these twelve or 75 per cent had been delivered by some opera- 
tive means. This would be another argument in favor of permitting 
the natural forces to terminate labor whenever possible, and an argu- 
ment against operative interference, except when such interference 
is absolutely necessary. 

During the five-year period covered in this discussion, the com- 
bined number of eases delivered at Sloane and the Woman’s Hospitals 
was 13,716. Of this number 441 or 3.2 per cent were delivered by 
abdominal cesarean section and there were 103 eases of all varieties 
of placenta previa, giving an incidence of 0.75 per cent. Among the 
14] abdominal eesareans done, seven cases showed evidence of pul- 
monary embolism, or more than 1.5 per cent, and two of these died. 
Among the 105 patients having some variety of placenta previa, two 
developed evidence of pulmonary embolism (1.9 per cent) and both 
died. We have seen previously that the incidence of pulmonary em- 
bolism in pregnancy is about 0.1 per cent, but among the cesarean 
eases it is about 1.5 per cent, and among the eases of placenta previa 


it is about 2 per cent. It is generally admitted that in these two 
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types of cases we see more hemorrhage than in other deliveries, there- 
fore, we may assume that excessive bleeding during the labor or the 
delivery is a predisposing cause to pulmonary embolism. This opinion 
is further supported by the fact that when blood counts had been 
made prior to, or just after the development of the signs of pul- 
monary embolism, the red blood corpuscles were never found in excess 
of 3.400.000 and more commonly between 2,200,000 and 3,000,000, 
while the hemoglobin was between 45 and 509 per cent. 

Let us now consider the onset, duration and prognosis of pulmonary 
embolism. In our series of twenty-four cases at the time of labor or 
in the puerperium, we find that six cases developed this condition at 
the time of delivery, or within two hours after delivery, of whom four 
died, and two additional cases occurred within the first twenty-four 
hours. Between the third and ninth days postpartum there were 
seven eases, and a like number between the twelfth and twentieth 
days. Two eases developed between the twenty-sixth and twenty- 
eighth days. Regarding the duration of the signs or symptoms we 
note that sudden death, that is, death within five to twenty minutes 
after the onset, occurred in ten cases or 42 per cent, and in eleven 
patients the signs or symptoms persisted for a week or less, while in 
only three cases was the duration in excess of this time. In speaking 
of the origin of emboli, mention was made of the possibility of a reeur- 
renee or secondary embolus. It was stated that when it did reeur it 
was during the time of liquefaction and softening of the thrombus. 
In our series, we had two eases of secondary embolism, once in a eesa- 
rean with sterilization, the primary embolus oceurring on the twenty- 
eighth day postoperative, and the secondary embolus occurring twenty 
days later. In this instance, signs of phlebitis were noted on the 
forty-first day after operation, or one week before the occurrence of 
the secondary embolus. This patient died. The other ease of recur- 
rence was that of a patient normally delivered, the primary embolus 
occurring on the sixteenth day after delivery, and the secondary em- 
bolus eight days later. This case recovered. 

In the entire series of thirty-six eases in both the early months of 
pregnancy, and at or near fullterm, signs of phlebitis were recorded 
in only four patients, the saphenous veins being the site in each ease, 
the signs developing in two cases before the embolus, and in two eases 
after. It is interesting to note that the two patients who had a 
secondary embolus showed evidence of phlebitis. 

Considering for a moment the prognosis for a patient who has de- 
veloped evidence of a pulmonary embolus, we have found from our 
study of the thirty-two eases that death occurred in twenty-one. Of 
this number, fourteen died within one hour after the first sign or 
symptom, nineteen died within twenty-four hours from the onset, and 


only two patients died subsequently, one on the twenty-fourth day, 
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and one on the forty-eighth day, the latter being one of the two eases 
who had a secondary embolus. From this it is seen that 70 per cent 
of the cases which terminated fatally died within one hour after the 
onset of symptoms, while 90 per cent died within twenty-four hours, 
and only 10 per cent died after the first twenty-four hours. 

It is to be regretted that permission for autopsy was obtained in 


only three of the twenty-one deaths, but it is gratifying that in these 


necropsy. In 
only one protocol was mention made of inspection of the condition of 


cases the antemortem diagnosis was confirmed at the 


the veins in the pelvis or lower extremities, but in this single instance 
an embolus was found in the pulmonary artery and thrombosis of the 
right femoral vein was noted together with thrombosis of the super- 
ficial varicose veins of both legs. 

Concerning the treatment of pulmonary embolism, little may be 
done after the condition has developed, other than the use of sedatives, 
especially morphine and the usual eardiae stimulants, However, in 
view of the fact that we have seen this condition arising in so many 
patients with anemia, preventive treatment is of primary importanee. 
This anemia may be treated by hygiene and the iron and arsenie prep- 
arations and by transfusions during pregnancy, especially before the 
onset of labor. In eases which have hemorrhage at the time of de- 
livery, immediate transfusion may also reduce the incidence of pul- 
monary embolism. In order to overcome the cireulatory stasis fol- 
lowing delivery, elevation of the foot of the bed and spiral bandaging 
of the lower extremities from the feet upward might also help to 
decrease the occurrence of this uncommon complication. 

In eardiae patients, and in eases with very marked relaxation of 
the abdominal walls pressure exerted by some form of abdominal 
support would seem to be indicated. Under the direction of the late 
Dr. Studdiford, at Sloane Hospital, such cases were tightly strapped 
with adhesive tape, in order to aid in the restoration of intraabdominal 
pressure following delivery. 


SUMMARY 


Due to the infrequeney of pulmonary embolism complicating preg- 
naney, labor, and the puerperium, it is impossible to formulate any 
definite conelusions from this small series. But, from this study of 
thirty-two eases which occurred in 31,716 pregnant patients, we may 
summarize as follows: 

1. The incidence of pulmonary embolism was approximately 0.1 per cent. 

2. The incidence of pulmonary embolism was three times greater in operative 
than in normal deliveries. 

3. The incidence of pulmonary embolism was 1.5 per cent in all cases of cesarean 
section, and 2 per cent in all cases of placenta previa. 


4. Secondary embolism was uncommon, oceurring only twice in the thirty-two 
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cases; i. @., in about 6 per cent of the cases, and following the first embolus by at 
least two weeks. 

5. The onset of the condition in the twenty-four patients delivered was immediate 
in six cases, in the first twenty-four hours in two cases, from the third to ninth day 
in seven eases, from ninth to twentieth day in seven cases, and after the twentieth 
day in two cases. 

6. In the entire series of thirty-two cases the mortality was 65 per cent and in 
the twenty-four patients delivered the mortality was 66.6 per cent. 

7. Of the cases which terminated fatally 70 per cent died within an hour from 
the onset of symptoms, and 90 per cent within twenty-four hours. 

8. Treatment.—The usual sedative, supportive, and stimulative measures after the 
onset of the condition, but prophylactic in the direction of overcoming circulatory 
stasis, the development of greater aseptic technic, transfusions for anemia before the 
onset of labor, and in decreasing blood loss at the time of delivery. 

850 PARK AVENUE. 


(For discussion, see page 654.) 


AN ANALYSIS OF THE RESULTS IN 130 PREGNANCIES 
SUBSEQUENT TO CESAREAN SECTION IN 
96 PATIENTS* 
By Frepertck W. Rice, M.D., New York Crry, N. Y. 


\ ITH the reduction in mortality as a result of improved technic 

during recent years, the number of deliveries by cesarean see- 
tion has steadily increased. Formerly because infection was almost 
always te be expected with this method of delivery, it was justified 
only in eases of extreme pelvie contraction or when tumors so en- 
eroached on the parturient canal that it offered the only means of 
delivery. Such absolute indications are, of course, rarely seen even 
in large maternity hospitals. 

While it is true that many of the added indications of today are 
justified, too often the decision to deliver by cesarean section is made 
because it is a supposedly safe and quick way out of some complicat- 
ing condition. Rather than assume the responsibility of managing 
such conditions so that delivery through the natural passages might 
be accomplished the choice of delivery by cesarean section is adopted. 

When we take into consideration the welfare of the mother during 
her future child-bearing period, cesarean section is a most serious 
procedure even in the hands of the expert operator. 

There is no doubt that with the low morbidity associated with 
primary section we have a means of reducing the number of fatalities 
of childbearing. Nevertheless, its limitations should be known. It 
should not be used without definite indication because of the effect 
such an operation will have on the mental condition of the patient 


*Read at a meeting of the New York Obstetrical Society, November 9, 1926. 
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and her future pregnancies. The fear of a subsequent operation is 
often so strong as to prevent the patient from desiring to undergo the 
risks of another pregnancy. Ilolland, in a study of 1605 patients 
delivered by cesarean section, reported that of 1103 | atients, 616 hever 
subsequently became pregnant. Induced abortions are not uncommon 
among patients who have had one section. 

The most frequent indication for primary section, as shown by the 
records of a large number of cases, is a moderate degree of pelvie eon- 
traction where disproportion between the size of the head and the 
pelvis was evident at the end of pregnancy. 

The custom of making more frequent observations of these patients 
with moderate degree of contraction during pregnancy or of delaying 
operation until Nature has had a chance to bring about a possible 
normal delivery, would greatly tend to lessen the number of patients 
now being delivered by cesarean section. 

In managing cases of placenta previa and accidental hemorrhage, 
other methods of delivery should have first consideration. Occiput 
posterior and eclampsia uneomplieated by contracted pelvis or other 
complications such as placenta previa should rarely require cesarean 
section. 

Today, when cesarean section Is performed for such a rariety of 
indieations, the problem of managing these cases in subsequent preg- 
nancies deserves more consideration than it is receiving. A repeated 
section is almost invariably performed because of the fear of rupture 
vith the development of uterine contractions. This fear of rupture 
is not based on our present-day knowledge of the anatomy of the sear 
but is more a relic of the days when the sear was in almost all eases 
imperfect as a result of the infeetion which was to be expected follow- 
ing such operations. 

A great deal of study has been given to the anatomy of the uterine 
scar from specimens of uteri removed at time of rupture or because 
of other reasens in patients who had had a cesarean section. The 
process of healing and the strength of the scar have also been studied 
by experimental work on animals. 


In this country Williams, in 1917, published his work on 


the study 


of the sear in ten uteri removed following a previous section. Gamble, 
from the same hospital, in 1925 reported further studies on eleven ad- 
ditional cases. The clinical analysis of a large number of eases of 
ruptured uteri reported during the past five years has added much 
to our knowledge not only as to the incidence of rupture but also the 
causative factors of imperfect healing. 

It is the common belief of all authorities that in every case where 
proper apposition of the uterine muscle is obtained and no infection 
follows, the resultant sear is replaced by normal muscle tissue. 


In such cases the strueture and funetion of the uterus is not im- 
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paired, and there should be no fear of rupture from overdistention 
during future pregnancies or from the changes in structure which are 
brought about by labor pains. 

Infection which destroys the muscle tissue by necrosis is the most 
frequent cause of the imperfect sear, The thin area forming part of or 
the entire scar may contain, in the future pregnancy, some muscle 
tissue. or be composed only of the peritoneum in contact with the 
lining decidua. The danger from rupture increases with the severity 
of the infection and the degree of the imperfection in the sear. Hol- 
land reported that in eighty-nine cases of rupture the entire scar was 
involved in sixty-seven cases, a small area in twenty-two eases. 

In the elective cesarean infection is rarely seen when performed by 
the experienced operator. When the operation is done after a trial 
labor infection is more frequent if vaginal examinations have been made 
to determine the progress of labor and especially if there have been 
any attempts at delivery. 

If a vaginal examination is necessary during a trial labor every pre- 
eaution must be taken to prevent infection. In such eases we should 
be able to determine the progress by abdominal and reetal palpation. 
A trial labor should not increase the morbidity if the strength of the 
patient is watched and asepsis maintained. 

A faulty scar may result from improper suturing. To obtain ap- 
position so that firm union results the sutures must be properly spaced 
and include the entire muscle wall. The suture must not inelude the 
decidua. Necrosis may result in areas where the sutures are tied too 
tightly. Defective sears are rarely seen in cases where the wound is 
carefully closed by the experienced operator unless infection has oe- 
curred. 

We have recently analyzed the records of 96 patients who had pre- 
viously been delivered by cesarean section. These patients were ad- 
mitted for subsequent pregnancies at the Manhattan Maternity, and 
during the past six years to the Obstetrical Service of the third division 
at Bellevue Hospital. All of the primary sections except twenty-two 
were performed at these hospitals. 

It has been our policy for many years in managing such patients to 
allow selected cases to deliver by the natural passages. If the primary 
section was performed in some other hospital it was often difficult to 
obtain satisfactory knowledge of the condition of the patient during 
the puerperium. Temperature at this period does not always indieate 
infection of the uterine wall. Infection of the wound in the abdominal 
wall, alone, is not infrequent. In the febrile cases adhesions between 
the uterus and the abdominal wall are suggestive of an imperfect 
uterine sear. 

If from evidence during the puerperium, or from examination of 
the abdomen during the subsequent pregnancy, there is evidence of a 
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possible defective sear, the method of delivery should be by repeated 
section. In such eases, if we are to avoid danger of rupture, the opera- 
tion should be performed before the end of pregnancy because rupture 
is almost as frequent during the last month of pregnancy as it is during 
labor. In order to avoid the risk of premature onset of pains and over- 
distention the repeated section should be performed about the thirty- 
eighth week. Despite repeated warnings many of these patients do 
not seek hospital care until labor has already started. 

Exeept where the primary indication was absolute, we consider 
that there is a possibility of delivery by the vaginal route for many 
patients in whom we find no evidence of the possibility of imperfeet 
sear. 

In the large group of patients who have moderately contracted 
pelves conditions are often present in the subsequent pregnancies 
which make a repeated section unnecessary. In such eases it may be 
possible to have a normal delivery. I refer to the presence in the 
first pregnancy of a disproportion due to an oversized child or mal- 
position or malpresentation. 

There should be no question as to the method of delivery when 
the indication in the first pregnaney was for some temporary econdi- 
tion such as placenta previa or eclampsia. 

In our analysis of the records of these cases we have considered 
in each case: age, para, type of delivery in each pregnancy, color, 
nationality, type of pelvis, indication for each method of delivery, 
condition of sear and character of adhesions at time of operation, 
postoperative course, duration of labor, size of child and the result 
to mother and baby. 

Among the 96 patients there were 133 pregnancies following the 
delivery by the primary cesarean section. Twenty-two of the primary 
sections were performed in other hospitals. Of the 96 patients 76 re- 
quired repeated section in 92 deliveries. Of these, four were per- 
formed in other hospitals. Two of the patients were delivered by 
spontaneous premature labor, seven by miscarriage and two by induced 
abortion. Thirteen of the 76 patients had two repeated sections and 
one patient three. 

Twenty patients were delivered vaginally. Of these, four had two 


deliveries and one had six deliveries,—a total of thirty deliveries. 


SUMMARY 


A study of 96 patients with 133 pregnancies following cesarean see- 
tion disclosed that 76 patients had 92 repeated sections,—five of these 
were performed in other hospitals. Twenty patients deiivered vagin- 
ally at term in thirty pregnancies, four had two deliveries, and one 
had six deliveries. Twenty-two of the primary sections were per- 


formed in other hospitals. Two patients had premature deliveries 
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besides repeated sections. Seven had spontaneous miscarriage. Two 
had induced abortions. 


TABLE IT. ANALYSIS OF 76 Primary SECTIONS Wittcit ITAD REPEATED SECTIONS 


LABOR en Oe SIZE OF BABY | 
TYPE OF NO. MORBIDITY | REPEATED | MORB. 
PELVES ELECT TRIAL SECTIONS) LARGER SMALLER| 
Generally 30 19 11 eases 0 37 14 8 ’ 
contracted 23 hr. 
average 
Flat 97 23 6 eases 1-7 days 3 15 8 5 
28 hr. 2 slight 
average temp. 
No trial 
lab. in any 
ease 
Funnel 7 D 2 cases 8 1 4 0 
50 hr. 
average 
Deformed 5 1 4 cases 1 febrile for 5 ] 2 | 0 
13 hr. 8 days 
average 7 hours | 
trial labor 
Generally 3 2 1 ease 4 1 0 | 2 
contracted 48 hours | 
flat 
Naegele ] ] 1 0 
Normal 2 1 Long trial 2 | 0O 
Amputated l ] 2 | 0 
cervix | 
5.4% | 12.6% 


Indication for the Primary Section—Of 76 primary sections followed by re- 
peated sections, there were fourteen of the elective group which had had one or 
more previous stillbirths due to operative delivery before they became elective in 
their following pregnancies. Eight of these fourteen had one previous stillbirth 
each, four had two previous stillbirths, one had four previous stillbirths and one 
had five previous stillbirths. Of those that had trial labors in their primary section, 
there were two that had had one stillbirth each for their first pregnancy. 


TABLE ILI. FINDINGS AT OPERATION OF REPEATED SECTIONS 


FINDINGS NO. OF CASES 
Moderate adhesions 10 
Dense adhesions 8 
Adhesive bands 4 
Entire ant. wall of uterus adherent to parietal peritoneum 2 
Ventral hernia—mesentary and omentum adh. to peritoneum ] 
Dense adhesions interfering with operation ] 
Sear thin at upper angle 3 


Findings at Operation of Kepeated Section.—At the time of the repeated section 
the condition of the sear and the presence of adhesions was noted. There was only 
one case of rupture. The rupture occurred in a patient who had infection fol- 
lowing the primary seetion. The rupture occurred in a small area at the upper angle 
of the wound. A small portion of the detached placenta extruded. In three cases 
small areas of thinning were noticed. All occurred in cases where infection had 
been noted at the time of the previous delivery. The adhesions were sufficient to 


= 
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be noted as moderate in ten patients, dense in eight, adhesive bands in four and in 


one ease the adhesions interfered with the operation. The entire wall of the uterus 
was adherent to the parietal ‘peritoneum in two cases. In one case the mesentary 
and omentum were adherent to a ventral hernia. 


TABLE IIT. ANALYSIS OF PRIMARY SECTIONS WHIcH HAD VAGINAL DELIVERY 


CESAREAN 


PELVES LABOR 
TRIAL ELECTIVE 9 
Generally con-| Pelvis ] 2 
| traeted 
4 Flat pelvis Pelvis 4 
10 Normal 4 placenta previa 1 
Eclampsia l 
Rigid cervix ] 
| Cyst of ovary l 
Large baby ] 
Unknown ] 
Malpresentation 1 
Contracted out-| Pelvis ] 1 
let 


Indication for the Primary Section.—Of the twenty primary sections done in the 
cases which later on delivered vaginally thirty times there were six cases which had 


had previous vaginal deliveries. Three of these had primary sections because of 


TABLE IV. CLASSIFICATION AND METHOD OF DELIVERY IN TWENTY PATIENTS 
DELIVERED VAGINALLY 


METHOD OF DELIVERY SIZE OF BABY 
INDUCT. INDUCT. BREECH FORCEPS 
SPONT. SPONT. VERSION EXTRACT. MID. LOW LARGER SMALLER MORB. 


Generally 5 


6 102 
contracted 9 days 
1 1 20 days 
1 
1 ] 
Flat l 
1 Stormy 
1 1 
2 2 101 
4 days 
Contracted 1 1 
outlet ] — 
Placenta l 
previa l ] 
1 1 
Eclampsia 1 
Rigid eer. 1 1 
30 hr. lab. 
Cyst of 1 
ovary 
Large baby 2 9 
Malpresenta- 1 1 


tion 
Unknown 2 2 
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placenta previa, one because of malpresentation, one because of large baby and one 
because of contracted pelvis. In the latter the section was performed because of 


the disproportion caused by a large baby. 


MORTALITY 


Fetal 1. In Vaginal Cases 
One stillbirth, in second stage four and one-half hours. 
2. In Secondary Sections three cases or 3.4 per cent. 
A. Ruptured uterus 
B. Prematurity 
C. Prolonged labor 
Maternal 1. Three deaths out of eighty-seven cases giving 3.4 per cent. 
A. Ruptured uterus 
B. Ruptured wound of abdominal wall 


C. Pneumonia and empyema, death one month after section. 


Mortality—In the twenty-nine patients delivered vaginally there was one still- 
birth and no maternal deaths. This stillbirth occurred in a patient admitted in 
labor. The delivery was spontaneous with second stage of four and one-half hours. 

In the patients who had repeated sections there were three stillbirths, a mortality 
of 3.4 per cent. One of these occurred in a ruptured uterus. The second, where the 
repeated section had been performed at the seventh month because of the onset of 
pains prematurely and the third in a patient admitted after a number of hours of 
labor at home. 

Maternal Deaths.—There were three deaths in the eighty-seven eases operated 
upon, a mortality of 3.4 per cent. The first patient died of peritonitis following 
rupture of the abdominal wound, the second patient died one month following the 
section, from pneumonia followed by empyema and the third death was due to 
rupture of the uterus and shock. This patient was delivered for primary section 
in another hospital following long labor and oversized child. The convalescence 
was stormy. In the second pregnancy because of normal pelvis and smaller child 
she was allowed to attempt spontaneous delivery. After twelve hours the patient 
went into shock. Immediate cesarean, with transfusion, failed to revive the patient 
and she died three hours later. This patient, owing to the history of the previous 
pregnancy, should have had a repeated seetion before labor started. 


CONCLUSIONS 


The number of cesarean sections could be greatly reduced by more 
frequent observation during pregnancy, and the use of trial labor in 
doubtful eases of moderately contracted pelves. 

When cesarean section becomes necessary for delivery the risks in 
future pregnancies are greatly lessened, if the operation is properly 
performed. 

In subsequent pregnancies when we may expect firm union in the 
uterine wall, a repeated cesarean should not be performed without 
definite indication. 

If repeated section is decided upon as the method of delivery it 
should always be performed before the end of pregnaney. 
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(For discussion, see page 651.) 


TREATMENT OF MENSTRUAL DISORDERS BY ROENTGEN 
RAYS* 


By A. J. Ronay, M.D., New York, N. Y. 


A’ THE meeting of this Association in 1925, I made a preliminary 
report on the use of roentgen rays in the treatment of menstrual 
disorders. At that time I pointed out the difficulty with which the 
gynecologist is confronted in carrying out this treatment, because the 
average patient as a rule is fearful lest the ‘‘x-ray’’ should stop the 
menstrual function. 

The results obtained in the first series of cases were sufficiently en- 
couraging to warrant the continuation of this treatment, especially in 
those patients who suffer from a seanty and irregular menstrual flow 
and who show no evidence of infection in the genital tract. 

The manner in which the radiation acts on the ovaries is still not 
clearly understood; the entire subject for the present must be con- 
sidered from the standpoint of clinical results only. Many theories 
have been advanced to explain the peculiar response of the ovarian 
tissue to small doses of radiation. Some are plausible and harmonize 
with the action which the roentgen rays have on cellular function. 
Withal that, none of the theories so far promulgated give an intelli- 
gent interpretation of what actually takes place either in the ovarian 
stroma or the follicle. 

Loeb maintains that there are two factors in the sexual evele. The 
first factor is ovarian and is not associated with the corpus luteum. 
The wall of the maturing follicle secretes a substance which affects 
the circulation and growth in the uterine walls, mammary glands, and 
vagina, and in a manner is responsible for the changes in the ovary 
itself. These changes finally culminate in ovulation, which leads to 
corpus luteum formation. The second factor in the eyele is controlled 
by substances secreted by the corpus luteum. These secretions sensi- 
tize the uterus, make possible the formation of decidual and prede- 
cidual proliferation, and facilitate the fixation and development of 
the fertilized ovum. 

What part of the ovarian structure is more readily affected by 
radiation is as yet unknown. Ilistologically there is no difference in 
the sensitiveness of the different ovarian cellular structures to the 
roentgen rays, and therefore we cannot conclude that a particular 
portion of the ovary is especially affected. Apparently the various 


_ *Read at the Thirty-ninth Annual Meeting of the American Association of Obste- 
tricians, Gynecologists, and Abdominal Surgeons, held in Chicago, Ill, September 
22, 1926, 
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parts of the ovary: cortex, medulla, and follicle, are similarly af- 
fected by small doses of irradiation. The clinieal results obtained by 
small doses of radiation must necessarily be produced by the action 
of the roentgen rays either (1) on the uterine mucosa, (2) the ovarian 
stroma, or (3) the graafian follicle (unruptured), and (4) ruptured 
follicle. 

Physiologists generally concede that the periodicity of menstrua- 
tion is controlled by the regularly recurring cycies of changes in the 
ovary, although the actual relation of cause and effect between fol- 
licular rupture and uterine changes has as yet not been established 
beyond all doubt. It is, however, generally accepted that the corpus 
follicularis from the moment of its rupture is a chemically active body 
until its period of involution. It may be that the follicle acts as an 
inhibiting body only, through the involution of which the remaining 
follicular apparatus can return to full funetion. 

Aschoff has shown that the ovum leaves the follicle without a trace 
of hemorrhage, and that the follicle grows and reaches its greatest 
development in about fourteen days after ovulation. It is only ecoin- 
cident with the uterine bleeding that a characteristic hemorrhage 
takes place in the follicle, which initiates degeneration. He main- 
tains that the inhibitory function ceases when the _ retrogressive 
changes produced by the hemorrhage are well advanced toward the 
end of the third stage or fourteen days after the hemorrhage has 
taken place into the follicle and then another follicle ruptures. If 
for some reason the menstrual hemorrhage does not take place in the 
follicle, the degeneration of the luteal cell does not occur, and the 
follicle behaves as the corpus luteum of pregnaney; the luteal secre- 
tion delays the retrogression of the follicle, follicular rupture does 
not take place, ovulation does not occur, and menstruation is absent. 

[ am inclined to believe that further investigation will demonstrate 
the fact that the action of the radiation is to produce degenerative 
changes in the corpus luteum, which hasten the involution, and there- 
fore remove its inhibitory action for a new ovulation and the asso- 
ciated premenstrual changes in the uterus, which fourteen days later 
result in menstruation. This is in agreement with Rhodenburg’s in- 
vestigations. He points out that premature hyalinization of the vas- 
cular supply of the corpus luteum retards the recession of the corpus 
follicularis. When the detritus of the luteal cells is not completely 
removed, ovulation and menstruation are delayed. 

Ht. LB. Matthews. who conducted a series of experiments on the 
ovaries of rabbits, also observed that the corpus luteum was the last 
element to be destroyed by irradiation. The preponderance of scien- 
tific investigation on the action of radiation on the ovaries seems to 
point out that the follieular portion is more sensitive than any other 
ovarian tissue. 
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Flatau is of the opinion, however, that the roentgen rays produce an 
irritation upon the hypofunctioning ovary, which is of a functional 
character. Sippel believes that the ovaries are stimulated into action 
by the roentgen rays and that they liberate a special hormone, which 
activates the function of menstruation. 

Holzknecht irradiated the ovaries of young guinea pigs and found 
on histologic examination definite changes in the ova, follicles, and 
stroma. The uterus was also markedly hypertrophied. . He is of 
the opinion that these uterine changes were due to the action of a 
hormone. 

Further investigation of the action of roentgen rays on the ovaries 
will be necessary before it can be finally determined what part of the 
ovary is actually affected. So far the whole subject has to be ap- 
proached from a purely empirical aspect. We are confronted with a 
clinieal condition, that of irregular and scanty menstruation, in a 
group of women who usually are sterile and who present constitu- 
tional characteristics, which are typical of that group. These patients 
are not helped by the usual remedies. 

Patients who were benefited by any other method of treatment were 
not subjected to irradiation. Only those who failed to respond to any 
treatment were subjected to it. All of the patients suffered from 
either primary or relative sterility in addition to the deranged men- 
struation. They really formed a group of women in whom the men- 
strual disturbance was severe and medicinal treatment was of no 


Total number of eases: 36. 
Ages 
16 to BO 1 
21 to 2d ag 1 
to ) 16 \ 
ssful Cases 
Total number of cases: 22. 
Regular menstruation—no pregnaney 14 
Regular 8 
Ages: Cases: Ages: Cases: 
2] 16 to 20 __ 
24 ~ - 26 to 30 13 | 


Total 


ANALYSIS OF CASES 
28 . 2 
29 . 
Sf) 2 
34 
1 
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Interval between last Interval between 


, Age Para menstruation and treatment and Comment 
No, treatment result 
21 0 months 5 weeks Reeular. Reduction in 
weight. 
9 27 .0 S months 10 weeks Regular for 8 months. 
Pregnancy; normal 
birth. 
{ o4 0 t months 4 weeks Amenorrhea for 18 
months prior to mar- 
riage. Regular for 10 
mouths. Pregnaney. 
6 21 0 4 months 4 weeks Regular for two months. 
Pregnancy. 
12 34 1 17 months 4 weeks Regular. Weighed 220 
Ibs. Reduction. 
1] 30 0 5 months S weeks Regular. Profuse. 
1D 27 0 f months , 4 wecks Regular ; pregnancy ; 
premature birth. 
16 35 0 S months 16 weeks Regular. Two. series; 
last 50. 
17 30 2 > months 4 wecks Reeular. Pregnancy ; 
birth normal. 
18 26 0 6 months 4 weeks Regular. 
90) 29 0 5 months 4 weeks Regular. 
°1 20 0 36 months 7 weeks Regular, but scanty. 
99 98 0 1S months t wecks Reeular. 
24 28 0 24 months t weeks Regular. 
95 26 0 5 months t weeks Reeular. Pregnaney 
(unterminated). 
25 37 0 72 months t wecks Regular; 5 days each 
period. 
97 22 0 6 months 7 weeks Reeular. 
29 26 S 1 month 3 weeks Regular; three days. 
(1-day menses) 
32 25 0 2 months 2 weeks Regular. 
(4-month menses) 
33 24 0 7 months 7 weeks Regular. Reduced 
weight, 47 Ibs. 
35 26 0 7 months 7 weeks Regular. Pregnancy 
(unterminated). 
36 30 0 1 month t weeks Regular. 
(previous interval 
7 m.) 


avail. Roentgen ray therapy was suggested to them on the theory 
that there was nothing else left to do and that this form of treatment 
might benefit them. 

The results obtained in this series of cases proye conclusively that 
radiation definitely induces ovarian activity, as shown by the marked 
improvement that has taken place in the function of menstruation as 
well as the induction of a higher grade of fertility in a certain number 
of patients. 

During the past three years I selected thirty-six patients who suf- 
fered from seanty and irregular menstruation, and referred them to 
Dr. I. 8. Hirsch for roentgen ray treatment. The patients were care- 
fully studied. Those in whom there was the slightest suspicion of an 
infection in the pelvis were eliminated. Only those cases were chosen 
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in whom the menstrual disturbance seemed to be of constitutional 
origin. 

The diagnosis of the patient’s condition was given to the radiolo- 
gist. I believe this is important, because it is necessary that he should 
have a proper conception of the condition of the genital organs. so 


that he may earry out the treatment in an intelligent manner. 


PREGNANCTES 


Kight of the patients became pregnant subsequent to this treatment. 
[ shall report in detail the clinical histories of these eases, as I believe 
that it will help to indieate the type of case that was subjected to 
radiation. All children born at full-term were normal and continued 
to develop normally, showing that the action of roentgen rays has no 
effect on the development and growth of the child. 


Case 1.—H. K., consulted me May 25, 1921. She was twenty-seven years old, 


married five and one-half years. No illness during infaney or childhood, except 
measles at the age of four years. Sexual history normal. Weight 


normal; general 
condition good. One ehild, four years old. 


Had had an abdominal operation. 
She gave a history of menstruating every 2 to 5 months; flow was scanty and of 


short duration. She suffered from flushes and headaches. Vaginal examination dis- 
closed a small, hard uterus, right ovary enlarged and eystic, left ovary apparently 
normal, vaginal vault relaxed, and cervix slightly lacerated. I prescribed ovarian 
substance in combination with pituitary extract, and instructed her to 


eome back 
two months later. She returned July 6, 1921, and reported no change in the men- 
strual function. I instructed her to continue to take the same medicine. 


On March 27, 1922, she called again, giving a history of not having menstruated 


since Mareh 16, 1921, and suffering from severe headaches and flushes. I referred 
her to Dr. Hirseh for treatment. After having received three treatments, she men- 


struated April 30 and May 27. She ealled again July 


20 and upon examination she 
was found to be pregnant. The pregnaney continued normally and she gave birth 
to a living, well-formed child February 21, 19228. 

Case 2.—B. D., thirty-three years of age, married eleven years, 


eonsult d me 


May 24, 1922. because she had not menstruated in eight months. 


General condition 
vood; no disease of infaney or childhood. She menstruated first at fifteen years, 
five days. She always menstruated irregularly every two to five months. Sexual 
history normal, Husband thirty-seven years of age; semen apparé ntly normal, 

Vaginal examination: Vagina small, cervix nipple-like and situated high in the 
vagina, uterus small, anteflexed and hard; left ovary contained small eyst, right 
ovary apparently normal. She was given the usual remedies. 

On June 14 the patient reported that she had not menstruated as yet. She was 
referred to my associate, Dr. M. J. Goodfriend, who gave her hypodermic injections 
of lutein extract. She responded to this treatment, menstruating in August and 
September. January 3, 1923, she reported that she had not menstruated sinee Nov. 
6, 1922. I gave her ovarian and thyroid extract, but the menstruation did not 
appear, 

Nov. 4, 1923, she reported that she had menstruated June 19, last, and that she 
had severe pain in the vagina for the last four weeks. She was referred for x-ray 


treatment. She was given treatments on June 30, July 1, 3, and §, 1924. She men- 
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struated Aug. 9, Sept. 4, Oct. 5, and Noy. 4. She consulted me again May 18, 1925, 
and reported that, sinee she had received the roentgen-ray treatments, she had men- 
struated regularly every four to five weeks. April 3, 1926, she called again, stating 
that she had menstruated last Oct. 26, 1925. Upon examination I found that she 


was pregnant four and one-half months. 


CAsE 3.—B. M., twenty-six years of age, married five years, never pregnant. She 
menstruated first at twelve, irregularly, every three to four to six months. Mother 
had five children, all well. No consanguinity; no dyspareunia; sexual anesthesia. 
Husband twenty-seven years of age; semen normal. 

This patient consulted me Sept. 17, 1925, giving the foiliowing history: She men- 
struated Aug. 4, and before then seven months ago. She had been dilated and a stem 
pessary had been inserted into the cervix three years previously, but it had not im- 
proved the menstrual funetion. The oviducts had been tested for patency and found 
to be open. She had received injections of lutein extract by her family physician, 
but she had not been helped by it. 

Vaginal examination: Vagina normal, cervix small, small fibroid in the anterior 
wall of the uterus, right ovary enlarged and cystic, and left ovary apparently normal. 

She had gained 40 pounds during the past year. Blood pressure 170. Urine con- 
tained heavy traces of albumin and some hyaline casts. 

She received roentgen-ray treatments Dec. 5, 5, 10, and 12, 1923. She menstru- 
ated Jan. 22 and Feb. 24, 1924. Sept. 24 she consulted me again and stated that 
she menstruated last April 1. On examination I found her pregnant five months. 
The nephritis became more marked during the pregnancy. Oct. 17 she gave birth to 
a premature, stillborn child. 

She beeame pregnant again in March, 1925, and gave birth to a viable child, Dee. 
11, 1925. 

Case 4.—T. K., twenty-seven years of age, married three years, gave birth to a 


normal child one year after marriage. Baby died of spinal meningitis. 


I saw her in consultation with Dr. Breinin, Jan. 18, 1923. She gave a history of 
not having menstruated for nine months, and considered herself pregnant and was 
preparing for the lying-in period. Vaginal examination showed uterus to be of nor- 
nal size. The diagnosis of pseudopsia was made. 

She came to see me May 26, 1924, stating that she menstruated last Feb. 24, and 
that she stained on May 23. She was given roentgen-ray treatment May 28, 29, 31, 
and June 6 and 8. She menstruated July 4, duration eight days, and again Aug. 2. 
On Oct. 15, 1924, she was found to be pregnant two months. Jan. 15, 1925, preg- 
naney was progressing normally. Her physician later reported she gave birth to a 
normal baby. 


CASE 5.—F. G., consulted me March 14, 1923. She was twenty-four years of age, 
married four years, never pregnant. Had searlet fever when six years of age. Men- 
struated first at fourteen, irregularly, every two to four months. Before her mar- 
riage she had not menstruated for eighteen months. Menstruation reappeared every 
two to four months after marriage. She had last menstruated four months previ- 
ously. She had been dilated three years earlier. Compiained of lack of sexual libido. 
Husband twenty-four years; semen normal. 

Vaginal examination: Vagina normal, cervix conical and long, body of uterus 
small, right ovary prolapsed and tender, and left ovary apparently normal. 

She was given roentgen-ray treatment April 26, 27, and 30, 1923; she menstru- 
ated five weeks later and thereafter every month. April 2, 1924, vaginal examination 
disclosed a uterus the size of a three months’ pregnancy. The pregnancy progressed 
normally and she was delivered of a normal child at full term in November, 1924. 
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FAILURES 


= Age Para History 

o 6 Z Menses irregular ; three times in 
five years. 

5 21 0 None tor three months. 

7 27 0 \lways irregular. Last menses 
eighteen months previous. 

S 2 0 Onee at six; onee at sixteen. 
Stained once four months after 
marriage, Had flushes some 
time. Sexual anesthesia. 

9 29 0 Always irregular; becoming in 
creasingly so. 

10 36 0 Twelve times in last eighteen 


Had time 
ag Last menstruation 
years before treatment. 

Always irregular. Last menstru 

ht months previous. 


years. flushes some 


Six 


ation cig 


14 26 0 (Always irregular. Last menstru- 
ation eleven months’ before 
treatment. 

19 18 0 \lways irregular. Last menstru- 
ation nine months previous. 

20 30 0 Stained for the last seven years, 
with pain. 

28 22 0 [Irregular for sixteen months. 
Fibroid uterus. 

0) 23 0 |Sterility. Menstruation regular. 

1 93 LU \lways irregular. Last menstru 
ation five months previous. 

34 1 0 For sterility. Menstruation 


scanty; one day. 


Total number of failures 
S 

to 20 

21 to 25 

to 


26 30 
to 
Total 


Failures due to premature menopause (?)--~--- 
(Case 3, 06; Case 10, age 36.) 


Failures 


(Cases 7, 8, 9, 14, 19, and 31.) 


Failures due to unknown cause___- 
Case 13, age 31.) 

Unsuitable for treatment 
Case 5, pelvie infeetion; Case 23, pel 


28, incipient fibrosis.) 


OBSTETRICS 


due to congenital deficiency or genital tract 


AND GYNECOLOGY 


> 
Remarks 


due to 
premature 


Insufficient 


Failure ace, Probably 
menopause, 
treatment. Inflam- 
matory process in pelvis. 
Atrophie cystic degeneration of 
the ovaries. 
Congenital ovarian 
Uterus small and retroverted. 
Left ovary not palpable. 
Tried diathermy. 
Amenorrhea 


deficieney, 


year. 
Ovaries not palpable. 

Ilypertrichosis, 
of 


Dark 
De- 
the 


skin. 
fective deve lopment 


eenerative organs 


Cause of failure unknown. 


Congenital ovarian deficiency. 


Congenital retroversion. 
No change; before 


treatment. Infection follow- 


Same as 


ing miscarriage seven years 
previous. 
Cramps; no result. Cause: 


fibrosis. 
Sex: 


probably be oinning 
Small hypoplastic uterus. 

ual anesthesia. 
Probably cyst of ovary. 
Menstruation returned, four 
days’ duration. Normal 
amount. Sterility unchanged. 


development 


1 case 

lvie infection 

2 cases 


Sterility 


(Case 30, undeveloped uterus; Case 3 
turned to normal. 


t, menstruation 


No pregnancy.) 


| 
| 
Cases 
_ 
1) 
6 cases 
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Case 6—-J. B., twenty-six years, married four months, began to menstruate at 
fifteen; she then stopped for eleven months. Had headaches, ‘‘flushes,’’ and nau- 
sea. She consulted me Dee. 16, 1924, because she had not menstruated sinee July 
16. Previous to that she had menstruated every two to three months. She began 
to have dizzy spells and to gain a great deal of weight, 40 pounds during the 
past year. 

She reeeived roentgen-ray treatment Dee. 6, 8, 10, and 11. She menstruated Jan. 
12, 1925. April 24, 1925, she reported that she had menstruated regularly every 
29 to 30 days and for 4 to 5 days, moderate flow, without pain. 

July 13, 1925, vaginal examination disclosed an enlarged uterus, the size of a 
ten weeks’ pregnancy. The pregnancy progressed normally, and she was delivered 
of a full-term baby on Feb. 6, 1926. 

During the seventh month of pregnancy she developed a double pneumonia. She 
made a complete recovery and is now well. 

CAsE 7.—A. B., twenty-seven years, married three years, puberty at fifteen, was 
pregnant one year after marriage, miscarried in the third month and was curetted. 
She consulted me March 26, 1925, because she had not menstruated since August, 
1922, and also because her menstruation had been irregular since the miscarriage. 

She received radiation April 11, 12, and 16. She menstruated regularly June 23, 
1923. The menstrual function has been normal since. She beeame pregnant and 
gave birth to a normal child in March, 1924. 

Case $.—A. F., twenty-four years, never pregnant, menstruated at fourteen, every 
month until she married; then menstruation appeared only every six to eight to 
eleven weeks, flow scanty. She had been dilated and euretted three years before J 
saw her and sinee then had menstruated every 8 to 12 weeks. 

She consulted me Sept. 27, 1924, for irregular menstruation and sterility. I gave 
her the usual remedies. She returned Jan. 1, 1925, and stated that she had not 


menstruated since Sept. 22. 

She was given radiation in March, receiving five treatments, after which she men- 
struated regularly in April, May, June, and July. Sept. 23 she ealled again 
because she had not menstruated since July 15, and upon examination I found 
her pregnant eight weeks. 

That pregnancy ensues in a number of these patients subsequent to 
irradiation is clearly pointed out by Matthews, who has collected the 
reports of 874 women from all parts of the United States who were 
given irradiation during the child-bearing period. Twenty of these 
patients gave birth to normal babies at full term, fifteen miscarried 
or aborted, and three gave birth to premature babies. I. C. Rubin 
reported nine pregnancies following the use of mild doses of roentgen 
rays. 

Clinical medicine is both an empirical and interpretive science. 
Some of the greatest advances in the science of medicine have been 
primarily brought about by empiricism and clinical observation. 

The apparent results obtained in these cases may act as a nucleus 
for scientifie investigation of the action of roentgen rays on the ova- 
ries in relation to menstruation and fertility. 
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STRUCTURE AND FUNCTIONS OF THE ENDOCRINE GLANDS. 
PARTICULARLY OF THE OVARY* 


By Pror. Dr. L. FRAENKEL, BRESLAU, GERMANY 


IGHT glands have been recognized as endocrine: the hypophyseal, 

suprarenal, thyroid, parathyroid, the pineal bodies, the pancreas, 
the thymus and the genital glands. The pancreas and the genital 
glands possess an ineretory and excretory secretion. The pineal bodies 
and the thymus have a limited period of activity. They become in- 
active when the sex glands begin to function. The pituitary, supra- 
renal, thyroid and parathyroid glands are of vital importance through- 
out life. Total removal of any one of these leads to death. 

The importance of the endocrine glands became apparent when 
diseases due to pathologie changes, or those produced experimentally, 
were observed, such as acromegaly, adipose-genital dystrophy, Addi- 
son’s disease, myxedema, hyperthyroidism, tetany, diabetes mellitus, 
precocity, infantilism, eunuchoidism, hermaphrodism, osteomalacia 
and so forth. 

The size of the endocrine glands does not correspond to the impor- 
tance of their funetional activity. The thyroid gland forms the only 
exception. Ductless glands are small, well-defined structures, sharply 
separated from the adjacent structures. At first glance the histologic 
structure seems to vary in each one of the glands. They possess, how- 
ever, one common characteristic, namely, the intimate relation of the 
capillaries with the large secreting cells. 

Endocrinology had hardly been established when attempts were 
made to identify it with the humoral pathology flourishing in the med- 
ical era preceding that of modern cellular pathology. An internal seere- 
tion of a number of other organs was also advocated, as the bowels, 
the muscles, the uterus, the breast. Each organ, yes each cell, gives 
off substances into, and receives some substance from, the blood. 
These activities, however, cannot be compared to the sharply specified 
functions of the truly endocrine glands, which consist in the continued 
excretion of a specific substance of high pharmacodynamie activity 
into the blood stream. 

Attention is called to the fact that different parts of an endocrine 
gland may secrete substances of varying character as the hypophysis 
(anterior and posterior lobe); the suprarenals (cortex and paren- 
chyma); the bronchiogenie organs (thyroid and parathyroid); the 
ovary (corpus luteum and interstitial gland). 


*Read by invitation at the Thirty-ninth Annual Meeting of the American Associa- 
tion of Obstetricians, Gynecologists and Abdominal Surgeons, held in Chicago, IL, 
September 20-22, 1926. 
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This paper will deal with the internal seeretion of the ovary. The 
endoerine activity of the male sex gland has been hypothetically pro- 
pounded by Brown-Scéquard, and that of the female sex gland by 
Knauer-Halban by means of transplantation experiments. I sueceeded 
in discovering the hormone producing portion of the ovary, the 
existence of which had been predicted by Prenant and Born some 
time preceding my experiments. The yellow body possesses the gen- 
erally recognized function of preparing the uterine mucosa for the 
reception and insertion of the impregnated ovum. I proved this in 
the rabbit. By very many elimination and control experiments I also 
showed that an existing pregnaney was for a certain length of time 
dependent for its continuity on the presence of a yellow body. Later 
I was able to make the statement that all the cyclic processes in the 
female which lead to, but do not always result in the insertion of an 
impregnated ovum, are dependent on the yellow body. ‘This state- 
ment has frequently been misinterpreted. Perhaps I did not express 
myself with sufficient clearness in my first reports. In the last sentence 
printed in spaced type, however, the statement was made, ‘‘Menstrua- 
tion is caused by the secretory activity of the corpus luteum. It is 
not eaused by the pressure of the maturing and growing folliele on 
the ovarian nerves, but by the action of the yellow body. The latter 
brings about the eyelie hyperemia of the uterus in intervals of four 
weeks, which terminates either in a pregnaney or a menstruation.”’ 
The pregravid and premenstrual changes of the mucous membrane of 
the uterine canal have been recognized by the writer as the function 
of the yellow body, which is automatically sueceeded by the men- 
strual flow, if pregnaney did not oeeur. This statement is expressly 
made to refute the erroneous assertion, often met with in literature, 
that Loeb deserves priority for the correet interpretation of these 
facts, while I wrongly considered menstruation as the function of the 
yellow body. 

The ingenious experiments of Loeb were carried on with an entirely 
different object in view. He thereby demonstrated that in the 
guinea pig, having a yellow body, the action of the decidua to sur- 
round an impregnated and implanted ovum, the circumvallating im- 
petus, is not limited to the latter but ineludes: all foreign bodies 
deposited on the decidua. Another proof for the funetion of the yel- 
low body was thus shown, for which Loeb deserves unstinted praise. 
Hartmann found that in the opossum, a nondeciduate, the yellow body 
is instrumental in causing imbedding of the ovum, but the ecireum- 
vallating power is not the main function of the yellow body, for Hart- 
mann found also that in nondeciduates the implantation of the ovum 
is also originated by the corpus luteum. 

All these experiments were carried on in animals. The proof of the 


existence of these laws in man cannot be performed by such experi- 
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mentation. No doubt they also apply to the human race. To make 
practical use of these findings in the treatment of certain diseases as 
hypoplasia, sterility, abortion, amenorrhea, and so forth, biochemiea] 
tests had to be developed which seemingly have proved successful. 
Fellner and Herrmann, Allan with Doisy, and investigators from 
many countries have published the results of valuable investigations 
on (1) the preparation of ovarian hormones, and (2) the use of the 
vaginal epithelium of rats as a standardizing medium. They all agree 
that the internal secretion is contained in (a) the yellow body, (b) 
the follicle fluid, and (¢) the placenta. Thus the question is raised 


whether the graafian follicle and the placenta are organs of 


internal 
secretion. 

Let us first discuss the placenta. The microscopic examination of 
the fully developed placenta shows huge spaces filled with large quan- 
tities of blood. These spaces are separated by a single layer of flat 
cells of an endothelial character. It forms an osmotic membrane for 
the diffusion of products of nutrition and tissue-waste. These cells are 
derived from the two-layered, well-developed chorion epithelium and evi- 
dently have been compressed to a flat, single-layered membrane by the 
blood stream. They do not contain a trace of lipoid bodies or even 
protoplasm. The histologie picture cannot be regarded as that of an 
organ of internal secretion. The fully developed placenta is not a 
hormone producing organ but a depository for a hormonal secretion. 
It is known through my investigations and those of Loeb, and others, 
that the mucosa of the genital canal is the primary place of activity 
of the ovarian hormone, expressed in the formation of a decidua 
through the function of the yellow body. It is highly probable that 
the secretion of the yellow body may also have been deposited in the 
decidua. Therefore the decidual portion of the placenta should con- 
tain the hormone. The decidua surrounds the placenta in a basal and 
eapsular layer and traverses in every direction the entire placenta. 
It, therefore, occupies a large part of the solid portion of the placenta. 
It is evident that the entire placenta acts as the depository of the 
ovarian hormone. With the assistance of Fels, I have compared the 
action of the retroplaecental and umbilical blood on the classical test 
object, the vagina of the castrated white mouse, to determine whether 
the blood from the maternal side of the placenta contains a greater 
amount of the hormone than the infantile side. But no difference 
was found, maybe the test object is therefore not sensitive enough. 

Further, the ovarian hormone has been biologically detected in the 
follicle fluid and, therefore, the graafian follicle has been considered 
as an endocrine organ. If the histologic structure is studied, it is 
seen that the follicle is surrounded by a many-layered theca externa, 
which includes the rightly vascularized theea interna. This layer 


harbors already quite a large number of larger epithelioid cells. The 
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membrana granulosa is seen internally to the theea interna. The cells 
of the former are still small and surround the ovum. This layer en- 
closes the follicle fluid which contains the hormone. Zondek proved on 
the biologie test object that the hormone is delivered from the theea 
interna and not the membrana granulosa. This finding must still be 
verified by other investigators. It does not contradict our patho- 
logic or physiologic knowledge. It is known that the wall of a follicle, 
not yet ruptured, has already a yellowish hue due to deposition of the 
lutein coloring substance. It is also known that in puerperae, and 
women with other forms of amenorrhea, such as functional amenor- 
rhea, osteomalacia, myomata, the theca interna shows marked pro- 
liferation (small eystie degeneration). In extrauterine pregnancy, 
hydramnios, hydatid mole and malignant chorioepithelioma, it has 
been observed that lutein cysts, lutein cells and pseudolutein cells (so- 
ealled theca-lutein execrescences) and even large, multilocular cysts 
may replace both ovaries. Kreutzmann and I were able to note the 
formation, Krémner and J, the resolution of such pseudolutein eysts. 
All these formations are due to the increased proliferation of the 
follicle wall in order to substitute or support the yellow body during 
pathologie states. It must be assumed that the graafian follicle is not 
as yet an endocrine gland but commences the change toward it, and 
that the first hormonal secretion begins to form but remains at first 
within the liquor folliceuli and that the external theea still prevents 
the hormone from entering the organism. 

A connection of the hormone with the blood is established as soon 
as the follicle ruptures and undergoes the change to the corpus luteum 
which produces an enormous amount of hormone during a few days 
or weeks. The latter enters the blood stream on account of the inti- 
mate interlacing of lutein cells and eapillaries. If the yellow body 
alone would be entitled and be eapable of funetioning, then sex 
hormone production would be absent in the nonpregnant state for 
several days each month and during pregnaney for several months, 
also before puberty and after the climacterie and in functional amenor- 
rhea. Whenee should the first estrum come, which in the animal 
precedes the first ovulation? Whence should libido in the nonovulat- 
ing women be derived? 

The permanent endocrine secreting organs consist of a combination 
of the follicles which during the four weeks’ eyele are augmented by 
the yellow body and its added secretion. The interstitial gland in 
animal species is represented by this combination of follicles in man. 
The writer demonstrated that the interstitial gland is a proliferation 
of the cells of the theea interna in every conceivable form. The inter- 
stitial gland, especially in small multiparous mammals, and the forma- 
tion of the atretie or nonmaturing follicles in the larger animals and 
in man, must be regarded as elementary and the corpus luteum as the 
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specific organ of collection and exeretion. The latter gathers every 
four weeks all available hormonal powers for the specific purpose of 
nidation of the ovum. The highest type of endoerine gland is thus 
produced, a type to be found nowhere else in the organism. All other 
endocrine glands, as the pituitary, the adrenal, the thyroid, the para- 
thyroid, even the reawakening thymus, and the insulin produeing 
islands of Langerhans in the pancreas, aid the corpus luteum in the 
performance of its work, which is substantiated by the occurrence of 
hypertrophy and oceasionally of hypoactivity evidenced in pregnaney, 
acromegaly, hyperthyroidism, pregnancy, tetany, glycosuria, and so 
forth. 

The newer investigations of Allan and others thus contribute to an 
increase in our knowledge of the internal secretion of the ovary. The 
science of general endocrinology is still full of imperfections and eon- 
tradictions, although the fundamentals of the internal seeretion of 
the female sex gland have been fairly well established, and are clearly 
outlined in their main features. 

The reason for the exceptionally favorable position is that the ovary 
not only immaterially affects the general organism and its funetions 
(metabolism, respiration, circulation, ete.), but almost exclusively 
rules the genital tract. 

None of the other endoerine glands funetions for one single part 
of the organism, but all for the whole. Only the germinal glands form 
an exception. Their study is greatly facilitated by the easily noted 
effects, both anatomie and funetional, on the genital tract. Precisely 
because of this limited sphere of influence we may also, in our realm, 
soon expect success therapeutically through the use of concentrated 
hormones which, we hope, will soon be found. 


THE MORBIDITY AND MORTALITY OF CESAREAN SECTION* 
By Tuap L. Monraomery, M.D., PA. 


— abundant statistics of morbidity and mortality of cesarean 
section have appeared during the last quarter of a century, that 
in the time allotted it is impossible to do more than touch upon certain 
investigations of special significance. It is hoped that this backward 
glance over the works of others, and the report of our own results 
will prove of value. Without an occasional auditor’s report we are 
prone to recall readily our successes, but less vividly our mistakes. 
Within the scope of this paper I purpose first, to include a résumé 
of the advance in cesarean section which has followed the general 


rrogress of sureical methods, the effects of improvements in the tech- 
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*Read at a meeting of the Obstetrical Society of Philadelphia, October 7, 1926. 
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nie of the original operations proposed, and the results from opera- 
tions of abdominal delivery recently introduced; second, to give the 
mortality of the operations performed in the generally accepted indi- 
eations and also in certain indieations which are much disputed; 
finally, to present the mortality of cesarean section as performed in 
the wards of the Obstetrical Department of the Jefferson Medieal 
College Hospital during the past year. 

[ shall confine my remarks to the abdominal method of cesarean 
section, and will endeavor to incorporate mortality figures for both 
mother and child. The mortality of the mother merits our special 
consideration, however, for only exceptionally does the performance 
of the operation per se add to the fetal risks. 

In the earliest period of which we have any knowledge the opera- 
tion was performed upon the dead mother in the hope of saving a 
living child. The 100 per cent maternal mortality can seareely be 
aseribed to the postmortem abdominal incision. We have no definite 
knowledge of the infant mortality in these eases, but considering the 
poor results that have attended this operation during the past century 
it is doubtful if as many as 10 to 20 per cent of the infants survived. 

The first cesarean section on the living of which we have a detailed 
account, the operation performed suecessfully in 1500 by Jacob Nufer 
upon his wife, inaugurated a period from 1500 to 1876, during which the 
operation was performed as a last resort in the interest of the mother 
as well as the child. The uterus was incised and left unsutured after 
the delivery of the baby. Like most ‘‘last resort’’ operations, the 
mortality was appalling. Statistics of British operations from 1737 to 
1860 collected by Professor E. W. Murphy of University College, show 
that the maternal mortality for the whole period was 84 per. cent. 
Spiith stated that up to the end of this period (1876) that there had 
not been a successful case of cesarean section in the great Lying-In Hos- 
pital of Vienna. 

In 80 eases performed in the United States up to 1878, collected by 
Harris, 52.5 per cent of the women died. Such poor results were ob- 
tained by physicians that Harris in 1887 pointed out that the opera- 
tion was more successful when performed by the patient herself or 
when the abdomen was ripped open by the horn of an infuriated bull. 
He collected nine cases of the latter from the literature with five sue- 
cessful recoveries, and stated that out of eleven cesarean sections per- 
formed in the city of New York during the same period, only one 
patient recovered. 

With the introduction of the Porro operation in 1876 and the more 
general acceptance of the principles of antiseptic surgery as intro- 
duced by Lister in 1867, another period was inaugurated with im- 
provement in operative results. Statistics showed a decrease of 
maternal mortality during the latter part of the nineteenth century 
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from 24.8 per cent to 15.4 per cent with the wide adoption of Porro’s 
principles. 

The latter operation, the Porro cesarean section, has a definite field 
of application today. The modification in technic of peritonealizing 
and dropping the stump of the uterus has still further reduced the 
mortality. Among the deliveries of the Chicago Lying-In Hospital 
from 1918 to 1925, it was employed 12 times with no maternal deaths, 
In the Obstetrical Department of the Johns Hopkins Hospital, the 
Porro operation was performed 70 times up to April, 1923, with but 
three deaths. 

The introduction by Siinger, in 1882, of uterine sutures revolution- 
ized the operation of cesarean section, introducing the so-called elass- 
ical or conservative cesarean section so widely employed by the pres- 
ent generation. Certain modifications of the technic of this operation, 
e.g., the transverse fundal incision of Frank introduced in 1907, and 
the high abdominal incision and vertical fundal ineision of Asa B. 
Davis, have played little part in reducing the mortality of the original 
Sanger method. Rather, the application of surgical principles of 
asepsis and operative technic, have been the chief contributing factors 
in reducing the mortality when the operation is performed in so-called 
clean cases. Up until 1910 the classical cesarean section held almost 
undisputed sway in the field of abdominal deliveries and today is still 
the most widely employed method of abdominal delivery. The statis- 
tics of cesarean section as performed during the twentieth century 
are based largely upon this type of procedure. 

In an extensive study of cesarean section as performed in the British 
Empire from 1891 to 1910, Routh gives a maternal mortality of 2.9 
per cent, when the operation is performed for contracted pelvis under 
favorable conditions. The mortality rate given by Holland-Kerr for 
cesarean section performed in the same district after 1910 is 1.7 per 
cent when the indication was contracted pelvis under favorable cir- 
cumstances. An improvement of 1 per cent is noted over a period of 
a decade. H. R. Spencer in a monograph on cesarean section gives 
as his total mortality for the operation performed 120 times during 
his hospital career, 3.3 per cent. The latter includes all the operations 
independent of the time of performance. In the elassical cesarean 
section, DeLee reports four deaths in 88 operations, a maternal mor- 
tality of 4.5 per cent. In reporting the operations performed at the 
Johns Hopkins Hospital, J. Whitridge Williams divides his statisties in 
two groups; the first fifty with a maternal mortality of 12 per cent, 
and the succeeding 203 operations with a gross mortality of 2.45 
per cent. 

From these reports we may conclude that the maternal mortality 
rate for cesarean section of the present day is from 2 to 3 per cent, 
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when the operation is performed for contracted pelvis under favorable 
conditions, that is, as an elective operation, or very early in labor. 

Interest is displayed in all parts of the world in the transperitoneal 
cervical cesarean section, and the literature is filled with reports and 
discussions. DeLee, a staunch advocate of the operation in this coun- 
try, reports 390 low or cervical cesarean sections with three maternal 
deaths, a mortality rate of 0.76 per cent. Stoeckel in 1906 collected 
194 cases of the cervical operation, of which 50 per cent were either 
frankly infected or suspicious, with three deaths. From a perusal of the 
literature on this subject, it is my impression that the mortality for 
this operation is considerably higher in the smaller groups of cases 
reported. 

Such then has been the general improvement in the results of 
cesarean section,—from a maternal mortality rate of nearly 100 per 
cent in the middle of the nineteenth century to one of 3 or 4 per cent 
in the second decade of the twentieth century. Of equal or greater 
interest is the study of the mortality of the operation when applied 
under the ever increasing number of indications. 


1. Cesarean section for contracted pelvis ——Routh in his comprehen- 
sive report of 1911 gives the maternal mortality of cesarean section 
when performed for contracted pelvis under favorable conditions as 
2.9 per cent; when performed after the patient was in labor, the 
membranes ruptured, but no attempts at delivery had been made,— 
10.8 per cent; when attempts had been made to deliver by forceps, 
ete., or where repeated examinations had been made the mortality 
was 34.3 per cent. He reports 14 eases in which cesarean section with 
hysterectomy was performed for the potentially septie patients with 
no maternal mortality. 

The carefully prepared report of Kerr-Holland some ten years later 
shows somewhat improved mortality for cesarean section in con- 
tracted pelvis. These two writers classified the cases as follows: 

a. Not in labor, maternal mortality 1.6 per cent, fetal deaths 0.8 per cent, infant 
mortality of survivors 3.9 per cent. 

b. Early in labor, maternal mortality 1.8 per cent, fetal deaths 1 per cent, 
infant mortality of survivors 5 per cent. 

e. Late in labor, maternal mortality 10 per cent, fetal deaths 5 per cent, infant 
mortality of survivors 5 per cent. 

d. After induction of labor, maternal mortality 14 per cent. 

e. After attempts at vaginal delivery, maternal mortality 27 per cent, fetal deaths 


-/ per cent, infant mortality of survivors 10.9 per cent. 


This report shows a high mortality in late cesarean section not only 
for mother and fetus, but also lessened chance for the living infant 
who survives the long labor and late section. 

Holland in this same report gives a maternal mortality of 17 per 
cent in 46 cases of cesarean section with hysterectomy. 
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2. Cesarean section for fibroma complicating lubor.—lIn his 1911 re- 
port, Routh classifies the results of cesarean section for fibroma uterj 
complicating pregnancy and labor according to the following modes 
of treatment: 

a. By eesarean section alone, 20 cases, maternal mortality 30 per cent, fetal 
mortality 20 per cent. 

b. By cesarean section and myomectomy, 5 cases, no maternal or fetal deaths, 

e. By cesarean section and supravaginal hysterectomy with extraperitoneal disposal 
of stump, 7 cases, maternal mortality 14.5 per cent, fetal mortality 14.3 per cent. 

d. By cesarean section and supravaginal hysterectomy with intraperitoneal dis- 
posal of cervical stump, 26 cases, maternal mortality 15.4 per cent, fetal mortality 
15.4 per cent. 

e. By cesarean section and panhysterectomy, 15 cases, maternal mortality 7.7 
per cent, fetal mortality 37.7 per cent. 

The report of Kerr-Holland mentions 88 cases with a total mortality 
of 10 per cent and fetal mortality of 12.5 per cent. 

The 88 cases were treated as follows: 

a. By cesarean section alone, 25 cases, maternal mortality 9 per cent. 

b. By cesarean section and myomectomy, 25 cases, maternal mortality 15 per cent. 


e. By cesarean section hysterectomy, 12 eases maternal mortality 2» per eent. 


3. Cesarean section for antepartum hemorrhage.—Routh quotes a 
comparatively small group of cases in which cesarean section was per- 
formed for antepartum hemorrhages. 


a. For concealed accidental hemorrhages, 4 cases, maternal mortality 50 per cent. 


b. For placenta previa, seven cases, maternal mortality 14 per cent, fetal mor 
tality 57 per cent. 

Kerr and Holland report a much larger series in which cesarean 
section was performed for antepartum hemorrhage. 

a. For placenta previa, 139 cases, maternal mortality 11.5 per cent, fetal mor- 
tality 7 per cent, infant mortality of surviving infants 22.5 per cent. (Holland re- 
marks on the high pereentage of infant deaths among those who survive the im- 
mediate effects of the operation.) 

b. For aecidental hemorrhage, 66 cases, maternal mortality 27 per cent, fetal 
mortality 86 per cent. 

Of these 66 cases of accidental hemorrhage, 56 were treated by simple cesarean 
section with a maternal mortality of 11 per cent, while 30 were treated by cesarean 
section hysterectomy with a maternal mortality of 46.6 per cent. 

Bourne in Recent Advances in Obstetrics and Gynecology reports 34 
eases of central or marginal placenta previa treated by cesarean section 
at Queen Charlotte’s Hospital during a four year period, the maternal 
mortality 5.9 per cent and the fetal mortality 34.4 per cent. Bourne’s 
patients were rather carefully selected, consisting of the cases of com- 
plete placenta previa in which the cervix was only slightly dilated and 
not easily dilatable. His results are considerably better than those 


gathered together for the whole British Empire by Holland and Kerr. 
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4. Cesarean section for eclampsia. 
rean section to cases of eclampsia is presented in the accumulated re- 
ports of both Routh and Holland. 

Routh reports 10 cases with a maternal mortality of 60 per cent. 

Holland reports 195 cases, maternal mortality 31.8 per cent, fetal 
mortality 32 per cent, infant mortality of fetal survivors 26 per cent. 

Peterson in a eritical review of 500 published and unpublished cases 
of abdominal cesarean section for eclampsia gives a total maternal 
mortality 34.8 per cent and a fetal mortality of 12 per cent. 

The statistical report of the Chicago Lying-In Hospital and Dis- 
pensary shows that in this institution from 1918 to 1925, cesarean 
section was performed 12 times for eclampsia with no deaths in mother 


Evidence against applying cesa- 


or child. 


STATISTICS OF CESAREAN SECTION IN THE OBSTETRICAL DEPARTMENT OF 
THE JEFFERSON HOSPITAL 


I have left until the last the less pleasant task of auditing the re- 
port of cesarean sections performed in the wards of the Jefferson 
Medical College Hospital on patients admitted from September, 1925, 
to September, 1926. I say ‘‘less pleasant task’’ because there are 
several case results of which we are not proud as a department. 
These, nevertheless, have been a lesson to us, and if they may be of 
help to others, we can see no reason why they should not be published. 

During the period stated there have been 25 cesarean sections per- 
formed by various operators, all of the classical type, under ether 
anesthesia. There have been four maternal deaths,—16 per cent. 

The causes of maternal deaths and associated circumstances were 
as follows: 

1. The first case died from sepsis. The patient was primigravida with a living 
baby in transverse position. The patient had been in labor 24 hours, the mem- 
branes ruptured, the cervix tightly contracted around a prolapsed extremity, the 
uterus tetanically contracted around the body of the child. 

2. The second death was from peritonitis. The patient was a multigravida with 
partial placenta previa. The heart sounds of the fetus were audible at the time 
of preparation for operation. The cervix was dilated two fingers, not a great 
deal of blood had been lost. 

3. The third patient was admitted to the ward moribund from violent hemorrhage 
of placenta previa. The operator felt that no procedure offered a substantial hope 
of saving the mother and chose cesarean section as giving the best chance for the 
fetus. In the latter he was successful. The mother died on the operating table. 

4. The last death was from sepsis. The patient was a primigravida with myoma 
uteri complicating pregnancy and labor. She was allowed to go into labor with the 
belief that the position of the myoma would not obstruct delivery. The head 
failed to engage in the pelvis. A late cesarean section and myomectomy were per- 
formed. 

Twenty-six infants were delivered; of these, three were born dead 
(11.9 per cent) and three died after delivery (11.9 per cent), a total 
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mortality of 25.8 per cent. The three stillbirths occurred in eases of 
antepartum bleeding; one in plaeenta previa, the other two in pre- 
mature separation of the placenta. Of the three infants who died 
after delivery one was premature (8! months) in a ease of placenta 
previa, the second was luetic, and the third not viable. 

Excluding the patients upon whom cesarean sections were _per- 
formed for antepartum bleeding, there were nine patients upon whom 
section was performed for various indications, as an elective operation 
or early in labor. Among these nine patients there were no maternal 
deaths; there was one fetal death because of nonviability, and one 
luetie child died before leaving the hospital. 

There were nine patients upon whom cesarean section was _ per- 
formed after ten hours of labor. In this group there were two mater- 
nal deaths, 22.2 per cent. There-were no fetal deaths in this group. 

Cesarean section and myomectomy were performed on two patients 
for fibroma uteri complicating labor with one maternal death. 

Kive patients with placenta previa were treated by cesarean section 
with two maternal deaths and two fetal deaths. One of the mothers 
who survived the operation is in the hospital now gradually reeuper- 
ating from a puerperium complicated by pelvie inflammation, bron- 
chitis, and pyelitis. 

Two patients with complete separation of placenta and closed cervix 
were treated by abdominal operation; one by simple cesarean section, 
the other by cesarean section and hysterectomy. Both mothers made an 
uncomplicated recovery. The two fetuses were born dead. 


In no case was cesarean section performed for eclampsia. 


CONCLUSIONS 


The study of these statisties and the results of our rather bitter ex- 
perience of the past year lead unswervingly to certain conclusions. 

1. Early or elective cesarean section has a low mortality, 2 to 3 
per cent. Late cesarean section of the classical type has a high mor- 
tality, 20 to 30 per cent. 

2. Delayed operation in eases of disproportion is dangerous. A 
more earnest effort must be made to reach a decision for or against 
cesarean section either early in labor or before its onset. 

3. These statisties raise the question whether in late operation for 
any indication the classical cesarean section alone meets the need of 
the ease. 

4. The operative results in fibroma uteri complicating labor are not 
particularly good. There are problems in the conduct of labor of 
these eases which are open to diseussion. 

5. In placenta previa the collected maternal mortality is higher for 


cesarean section than for the other commonly accepted methods of 
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delivery. The operation appears best in the ease of central placenta 
previa with a nondilated resistant cervix. In such a patient the 
maternal mortality is as good or better than that of other methods of 
delivery and the fetal mortality considerably less. 

6. The question of applying cesarean section in certain eases of 
premature separation of the placenta is still under consideration. 
From our experience we feel that it is the best method where most 
of the bleeding is concealed and the cervix not dilated, provided the 
condition of the patient warrants interference. 
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PREGNANCY AND HEART DISEASE 
A STATISTICAL REPORT AND SuMMARY OF 196 CAsEs 


By Jean Corwin, M.D., W. W. Herrick, M.D., Murren VALENTINE, M.D. 
AND JesstE M. Witson, M.D., New York, N. Y. 


(From the Sloane Hospital for Women and the Departments of Obstetrics and of 
Medicine, College of Physicians and Surgeons, Columbia University, New York) 


INCE October, 1919, pregnant women with cardiac disease in eare 
of the Sloane Hospital for Women have been assigned to a special 
eardiae clinie under medical as well as obstetric supervision. 

Cardiae cases are detected as early in pregnaney as possible and 
report at fortnightly intervals in order that any showing decompensa- 
tion may have early study. In general when signs of circulatory 
embarrassment appear, these patients are placed in the hospital and 
treated as medical rather than obstetrie cases. It is our experience 
that the response to medical treatment of the pregnant woman with 
heart disease and circulatory stasis is satisfactory; often quite as 
satisfactory as in like conditions in the nonpregnant. Rest, sedatives, 
massage, restriction of salt and fluid, digitalis, diuretics, hydrogogue 
cathartics,—these are the means at command for the effective control 
of circulatory breakdown in pregnaney as in other states. It is quite 
unnecessary to reiterate the details of management. A patient whose 


618 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


circulatory balance has been restored again becomes an ambulant 
member of the clientele of the cardiac clinic, to be hospitalized, per- 
haps repeatedly, whenever dyspnea, cyanosis, tachycardia, edema, 
pulmonary or hepatie stasis occur. 

In this way the average pregnant cardiae can be carried along to 
viability or term. If circulatory breakdown occurs before the fourth 
month, abortion is usually wise; if not until later, it is usually possible 
to carry on with safety until term or until lack of suitable response 
to medical treatment indicates a condition so serious that pregnaney 
must be ended. 

In our seven years of work with the pregnant cardiac, we have be- 
come impressed by certain points that merit special mention. 

1. Diagnosis. The difficulties of diagnosis of cardiae lesions are 
inereased by pregnancy. The raised diaphragm, the rotation of the 
heart upward and to the left, the enlargement of the breast, the more 


rapid pulse rate are factors in making the diagnosis of cardiac lesions 
uncertain. The observer must more than ever be alert to the separa- 
tion of the real from the spurious. The signs of mitral stenosis are 
particularly variable in pregnancy and are most often missed or 
misinterpreted. Again and again they are present on one examina- 
tion, absent at another. 

2. Extrasystolie irregularities are frequent during the later months 
of pregnancy, are rarely of serious purport and appear to have the 
same significance as in the nonpregnant. 

3. Nature safeguards the mother and child by accelerating deliv- 
ery of a somewhat premature and therefore undersized infant. The 
edema of the maternal soft parts facilitates labor. Cardiac cases, 
therefore, have as a rule easy labors. 

4. While mitral stenosis is traditionally the most serious heart 
lesion complicating obstetrics, aortie insufficiency seems to be actually 
attended by the greatest maternal risk. Syphilitie aortitis or myo- 
carditis does not seem to make the immediate maternal prognosis bad. 
Such cases go through labor very well. - Fibrillation is not ineom- 
patible with successful reproduction if the myocardial capacity is not 
unduly impaired. 

). No attempt should be made to induce labor in a badly decom- 
pensated patient. Patient trial must always be made of medical meas- 
ures. A good medical equation is the following: cardiae decompen- 
sation + forcible delivery = death. In the case in which compensation 
sannot be restored with thorough medical treatment, a grave situation 
is present. Without delivery, the patient may die; with forcible de- 
livery, she will almost surely perish. In this medical impasse, it is 
usually best to trust nature more and art less. In general, if a patient 
cannot restore her circulatory balance before delivery, she is not very 
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sure of doing so after labor. It is better to let such cases deliver 
themselves which they often do with surprising ease. Probably 50 
per cent of women in this situation will die, but the medical attendant 
must realize that the life expeectaney of such serious cases is at best 
short and may be cut down but little by the pregnaney and delivery. 

6. Delivery should be in the most expert obstetrie hands with the 
object the making the second stage short and easy. Usually a full 
anesthesia with ether, which the cardiae case tolerates well, and low 
forceps effect a satisfactory delivery. When obstetric obstacles are 
present, cesarean section in proper hands with general or spinal anes- 
thesia may be advisable. This gives the advantage of allowing re- 
section of the fallopian tubes in the numerous eases in which steriliza- 
tion is desirable. 

7. Liability to embolism, so frequent in younger women with mitral 
stenosis, seems not to be increased by pregnancy and labor. 

8. If serious circulatory breakdown is avoided in the antenatal and 
natal periods, there is usually little or no postnatal diminution in the 
reserve power of the heart as a result of the experience. If decom- 
pensation has oecurred, future cireulatory capacity is definitely lessened. 

The following is a statistical summary and tabulation of 196 cases of 
organic cardiae disease delivered in the Sloane Hospital from October, 
1921, to April, 1926. One of us (W. W. HT.) summarized 40 eases deliv- 
ered in the same hospital from October, 1919, to October, 1921. This 
makes a total of 236 cases studied. 


Points of interest brought out by these statistics are as follows: 


Mortality—In 103 eases followed in the eardiae elinie this was 5.8 
per cent, in 93 others, 6.4 per cent. In view of the fact that many of 
the second group were emergency admissions, the difference in mortality 
in those with and without antenatal care is not striking. 

Toremia.—The increased incidence of so-called toxemia of pregnancy 
in examples of cardiac disease was noted in the earlier report. Hyper- 
tension, albuminuria, edema and other so-called toxie symptoms were 
seen in 19.4 per cent of the cardiae cases, while the incidence of these 
in noneardiae pregnant cases was six per cent. Miscellaneous complica- 
tions, particularly the infections, seem not to be of increased frequency 
in these examples of heart disease and pregnancy. 

Labor.—The relatively short duration of the second stage (one hour, 
thirty minutes), the small average weight of the child (6 pounds, 8 
ounces), and the high incidence of prematurity (16.3 per cent), are 
worthy of comment. 

Follow-U p.—One hundred and nine eases were followed up from two 
months to two years postpartum, the average being about one year. 
Of these seven were dead at the end of three months postpartum. 
This may not be higher than the expected mortality in any group of 
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chronie cardiac cases without the complicating circumstances of preg. 
nancy. Of the 109 cases, 72 or 66 per cent were free from cardiac 
symptoms when observed at the follow-up clinic; 38 or 35 per cent 
complained of cardiae symptoms. These statistics bear out an opinion 
gained from seven years’ experience that pregnancy and childbearing 
when properly supervised and safeguarded is not a great menace to 


the safety or life of the average ambulant case of heart disease. 


STATISTICAL REPORT OF SLOANE Hosprran CArpbiAc CASES 
OcToBer, 1921, ro Apri, 1926 


1. Total number of eardiae eases 196 
Cases followed in eardiae elinie 103 
Private patients 23 
Emergency admissions 23 
Hospitalized antepartum (once) 15 
Hospitalized antepartum (twice) 15 
Hospitalized antepartum (four times) 2 
Maternal mortality 12 


(Of these, 6 were emergency admissions, 6 were elinie cases) 


Stillbirths after period of viability 24 


A. Of the 196 cases there were: 


Gravida 1, 52 Gravida_ l 
Gravida 2, 18 Gravida 9, D 
Gravida 3, 28 Gravida 10, l 
Gravida 24 Gravida, 11, 
Gravida 5, 13 Gravida 12, 3 
Gravida 6, 6 Gravida 15, H 
Gravida 7, 13 Gravida 17, l 
Cases having more than one delivery at Sloane during this period: 
2 deliveries - of 
3 deliveries : _ 5 
t deliveries ; ; ] 


2. Mothers’ age (average) 
(Youngest 16 years, oldest 45 years.) 
Be Race: 
( 1) Negro 40 


31 
( 3) American (Am. born of Am. parentage) 32 
( 4) German-Austrian (Teutonic peoples) 16 
( 5) British (Irish excepted) IS 
( 6) Russian and Pole 12 
( 7) Italians 11 
( 9) Spanish, Mexican, Porto Rican white) 5 
(10) Belgian, French, Swiss 4 
(11) Seandinavian 
(12) Greek 9 
(13) Assyrian and Japanese L each 


(14) Several others no race mentioned 


years 
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4, 


Lesions: 
A. Chronie eardiae valvular disease, (Accompanied in almost every 
by cardiae hypertrophy) 
Mitral insufficiency 
Mitral insufiiciency and stenosis 
Mitra 


Aortie insufficiency 


insufficiency, and stenosis, aortic ‘insufficiency 


Aortie insufficiency, and stenosis 
B. Cardiae hypertrophy (no valvular lesion) 
Cc. Acute eardiae dilatation (with or without other cardiae conditions) 


D. Arrhythmias 
Fibrillation 
Premature contractions 


Hleart-block, partial. 
I. Subacute bacterial endocarditis 


F. Unelassified 

Anteeedent Infections: 

A. Rheumatie disease. 
(1) Rheumatie fever 
(2) Rheumatie fever and chorea 
(3) Rheumatie fever and tonsillitis 
(4) Rheumatie fever and influenza 
Chorea 
6) Chorea and influenza 
(7) Tonsillitis 


(S) Tonsillitis and influenza 
B. Syphilis 


C. Other Infections (no history of rheumatism or syphilis). 
(1) Influenza 
(2) Diphtheria 
(3) Searlet 
t) Typhoid 


(5) Oral sepsis (no other foeus infection) 


D. No history of antecedent infections, (several of this group were 


emergency admissions, and no past history was obtained) 


Time at which eardie symptoms were first noticed: 
Before pregnaney 
During preenanes 

a Ist Trimeste: 

b) 2nd Trimester 

(¢) 3rd Trimester 
Postpartum 
No symptoms at any time 


Symptoms not reeorded 
Decompensated cases 


(25 of these eases were emergeney admissions ) 


case 


~ 


63 
is 
29 
1 
1 
14 
1] 
| 
40 
5 
11 
11 
6 
18 
10 
6 
R 
2 
| 53 
S3 
: 
70 
42 
13 
7 
7. 47 
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8. Complications: 


Toxemias without convulsions 37* —Pyelitis 
Toxemias with convulsions __ 1 Chorea 
Hypertension 4 Ventral hernia (requiring 
Goiter (nontoxic) 7 operation) _ 1 
Goiter (toxic) 5 Dermoid cyst of ovary (re- 
Furunculosis quiring operation) 
Infarets of lungs Furunculosis 1 
Thrombophlebitis 3 Subacute endometritis (puer- 
Cerebral hemorrhage 1 perium ) 
Pneumonia 3 Multiple neuritis 
Pneumonia (postpartum)—~ 2 Subacute Streptococcus endo- 
Acute bronchitis 2 carditis 1 
Tonsillitis 1 Acquired hemolytie jaundice 1 
Acidosis 1 Catarrhal jaundice 1 
9. Labor and delivery: 
Average duration, first stage 11 hr. 36 min. 
Average duration, second stage 1 hr. 20 min. 
Forceps, low 34 cases 
Forceps, medium 11 cases 
Forceps, high 6 eases 
Average weight of baby , ; 6 Ib. 8 oz. 
Number of premature babies 32 
Cesarean section 5 
Cesarean section with sterilization 7 
Therapeutie abortion 9 
Therapeutic abortion and sterilization 11 
10. Eeonomie Status: t 
Good 65 
Fair 2 43 
Poor 60 
FoLLow-Up 
SYMPTOM SYMPTOMS MORTALITY AFTER 
FREE DISCHARGE 
2 to 3 mo. 25 16 1- (3 mo.) 
4 to 6 mo. 11 1] 0 
l year 29 9 1-(11 mo.) 
Later 7 2 1-(13 mo.) 
2-(15 mo.) 
1-(22 mo.) 
1-(30 mo.) 
Total 7 
No eardiae follow-up 68 


(Private patients not included.) 
*Included in above. 


‘Based on home and financial conditions as investigated by Social Service De- 
partment, 


$9 EAST FIFTY-THIRD STREET. 
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REPORT OF A CASE OF SEPARATION OF THE SYMPHYSIS 
PUBIS AND FRACTURE OF THE ASCENDING RAMUS 
WITH NORMAL DELIVERY* 


By Jacosp WALKER, M.D., PA. 


(From Department of Obstetrics, Je fferson Medical College) 


N THE American literature on the above subject, I found only a 
| few instanees in which both a rupture or separation of the pubie 
joint was associated with a fracture of the pelvis, especially in a nor- 
mal delivery. 

DeLee states that rupture of the pelvic joints during labor, while rare, is not 
so uncommon as is generally believed and he has recorded sixteen such cases, the 
majority involving the pubic joint, and sometimes the sacroiliac joints, either alone 
or with the former. 

Stimson states that separation of the symphysis pubis can take place during 
the descent of the fetus through the superior strait in parturition. He quotes 
Malgaigne who collected seventeen cases of the latter, most of them occurring in 
primiparae. 

In the New York Lying-In Hospital there occurred two cases of separation of 
pubie joint in 87,000 labors, this condition being rather rare in this institution. 

Ahlfeld and Schauta collected 114 cases, and Hirst reports that in 94,149 
labors this accident occurred three times. 

Bird in 1902 reports a recovery after a fracture of the horizontal ramus of the 
pubis before the application of forceps. 

Jolly reports three cases, two of which were discovered at autopsy. 

Morgan in 1916 reports four cases in his experience, with no deaths. Schaeffer 
reports one case in a para x produced by the delivery of unusually large shoulders, 
the diastasis being three em. in width; an abscess formed in the joint. 

Strassman reports one case with five em. separation that was discovered at au- 
topsy; the patient died of hemorrhage. 

Delestre reports one spontaneous rupture upon the third day postpartum, in a 
patient nineteen years of age, which became infected and the patient died. 

Radaux in 1898 collected notes on 98 cases, and claimed that 25 of these were 
spontaneous. Up until about 1903 there were 130 recorded cases and according 
to these figures the accident occurs about once in 25,000 eases. This does not 
include cases of excessive relaxation of the pelvie joints. 


CASE REPORT 


The ease that I am reporting is a primipara, age 31, housewife. Her past med- 
ical history had no bearing on the present condition, there had not been any rickets, 
osteomalacia, or chronie rheumatism. Menstruation was a normal twenty-eight 
day type and lasting four to five days; was not associated with pain. No history 
of misearriages; urine was negative; Wassermann was negative. 

Four days before the expected time of delivery, the patient was admitted to 
the hospital apparently in labor, complaining of pains in the lower abdomen and 


*Read at a meeting of the Philadelphia Obstetrical Society, October 7, 1926. 
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drawing pains in the legs. After being properly pre pared, abdominal examination 
revealed the uterus enlarged to a full time pregnancy, the back to the left, 
vertex presentation with the fetal heart The present 


in the left lower quadrant. 
ing part was engaged in the pelvis, there being a favorable proportion between the 
head and the pelvis. No definite uterine contractions could be felt. On vaginal 
examination there was no dilatation of the cervix. She had a slight rise in tempera- 
ture, and complained of severe pains radiating down the | 


leg, and had mueh dif- 
ficulty on turning from side to side. 


After a dose of castor oil, ounces 144, and quinine bisulphate, grains 15, the 
patient failed to fall into active labor. In the meantime, two days after admission, 
she developed a marked chill followed by a rise of temperature to 104° F., which 
dropped to normal the following day. At this time there was a slight brownish red 
vaginal discharge, the pains in the legs became worse and she was unable to raise 
them unless assisted. Examining the patient externally again, I found a marked 
point of tenderness over the pubie joint and also a marked separation of the same. 
In questioning the patient as to the possibility of an injury, it was difficult to 
elicit any history of direct violence but ultimately I obtained a history of stumbling 


»f water two days before entering the hospital. 


occurred she began to have some pain which she 


over a bucket « Shortly after this 
thought were labor pains but did 


accident think anything of it, and failed 


not at the time of the 1 to mention the same 


as a possible cause of her ailment. 


On the fourth day after admission she began to have regular uterine contrae- 
tions, not severe, and was then definitely in labor. She 
prone on her back and was unable to turn 


labor lasted twenty-eight hours and the membranes ruptured. She 
to the 


continued in labor lying 
from side to side. The first stage of 


was conveyed 
delivery room and about twenty minutes before the birth of the child, her 
limbs were placed in stirrups and, apparently without an unusual amount of pain 
or complaint she was delivered normally of a baby weighing 614 pounds. Ten 
minutes later the placenta was expelled normally. In view of facts that were later 
ascertained, it certainly seemed remarkable that we were able to separate the pa- 
tient’s limbs and to put her lees in stirrups and that she complained very little of 
pain. 

The puerperium was attended with an irregular fever never going above 100.4° 
I. for the first seven days. She was unable to turn from side to side, complaining 
lower abdomen and over the pubie b 


intense that we had to resort to 


of severe pain in the me, the pain being so 
sedatives. On the tenth day the 
began to rise from 101 to 103°, and then 
Marked tenderness over the 


temperature 
an internal examination was made. 


ascending ramus of the pubie joint was found. A 
roentgen ray examination was deemed imperative, but having no appliances at this 
hospital, it was decided to move the patient to a general hospital on the twentieth 
day after delivery. In the meantime the patient was running an irregular fever 
and we felt quite certain that it was not due to a puerperal infection. 
it was noted that after the first 


temperature dropped to normal and stayed normal for the 


Curiously 


day of admittance to the general hospital, her 


remainder of her illness. 
The roentgen examination showed a transverse line of fracture at the junction 
of the ascending ramus of the ischium with the pubis, without any apparent dis 
placement. There was no evidence of any discase of innominate bones, sacrum, or 


either hip joint. A supplementary report read, ‘marked rarefaction and _ partial 
absorption of symphysis pubis. The outline is rather irregular and there is a 


suspicion of a fracture which a pathologie econdition.’’? A subsequent 
report, three months after her admission to the first hospital, showed that there 
was still evidence of a fracture in good position, although the symphysis pubis still 
showed separation of half an inch. There was some rarefaction of the bone around 
the fracture. 


| | 
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The treatment consisted of an application of a plaster of Paris cast to the pelvis 
and rest in bed. The pelvic cast was removed one month after its application and 
an adhesive girdle applied. Ten days later the patient was permitted to walk about 


and was discharged from the hospital ten weeks after admittance. 


[ have observed in three or four other instances the separation of 
the pubie joints not nearly as marked nor as serious as the ease re- 
ported. In those instances the condition was noted immediately after 
delivery, particularly in cases where the patient’s limbs were placed 
in stirrups on a rather wide delivery table. These patients complained 
of intense pain right over the pubie joint, which lasted about four 
days, associated with marked difficulty in turning from side to side 
and in raising the limbs. Relief was usually given by the use of a 
tight binder over the pelvie girdle and a hot water bag over the 
pubie joint. The condition is often brought about by an attendant 
or nurse forcibly separating the patient’s limbs while she is resisting 
the effort of having her limbs placed in stirrups, while under light 
anesthesia. This condition is overcome by the use of proper leg 
holders which permit of adjustment to the individual case and also 
by having the nurses support the limbs instead of the use of stirrups. 
I reeall seeing a patient recently who thought she was in labor and 
upon examination there were no uterine contractions nor any cervical 
dilatation. The pain was finally located over the pubie joint. Pres- 
sure over this area elicited marked tenderness. The etiologie factor 
in this instance was a misstep in descending a stairway. 

In reviewing the separation of pelvic joints and fracture of pelvie 
bones during labor, we must include not only the pubie joint but 
also the sacroiliac and sacrococcygeal. DeLee states that in order 
for a rupture to take place an enormous amount of force is necessary, 
from 400 to 2600 pounds, to disrupt the pelvie girdle and if it is not 
due to this foree, there must be some inherent weakness and an under- 
lying pathologie condition which caused the separation of the joints 
and also the pathologie fracture. Caries, rickets, osteomalacia, 
trauma during pregnancy, congenital weakness of the ligaments, con- 
tracted pelves, especially the justominor and funnel varieties also 
predispose, likewise a large child and especially broad shoulders. 
Sixty-seven per cent are caused by foreeps delivery, improperly di- 
rected forceps traction, by pulling upward too soon, or by pulling 
upward with a patient on a low bed, the head acting as a wedge be- 
tween the rami, or using too great foree even in the absence of patho- 
logic softening. 

Very rarely during the violent efforts at traction necessitated by 
instrumental delivery in badly contracted pelves, some portion of the 
innominate bones may be fractured. It is never pardonable, for in 
such pelvie deformity instrumental deliveries are contraindicated, 
some other major obstetric operation being the proper procedure. It 
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is possible for a pelvic bone rendered brittle by rickets or any other 
abnormal process, without having undergone marked alterations and 
shape, to yield during a properly conducted instrumental delivery, 
but such an occurrence is exceedingly rare. 

The symptoms, as DeLee states them, are that the patient com- 
plains of pain in the pubis and sacroiliae joints with great difficulty 
in locomotion for several weeks. During spontaneous labor, the rup- 
ture may be discovered at the moment it occurred, being heard as a 
dull cracking, or the patient says something has burst. Usually the 
operator feels and hears the joint open during the delivery and notes 
the obstruction to the progress of the child has suddenly disappeared. 
Usually a gap ean be felt with a finger and this is the chief diagnos- 
tie symptom. The separation is believed to take place not through the 
cartilage but between the cartilage and the bone. Later the patient 
complains of intense pain over the affected joints, radiating down the 
thighs, and cannot move the legs, which lie everted and abdueted. It 
is a sort of pseudoparalysis and has been often mistaken for an acute 
paraplegia, due to the injury of the nerve in the pelvis or acute in- 
fectious myelitis. There are no bladder or rectal symptoms unless 
the viscera are injured at the same time. Chills and fever betoken 
the advent of infection in the joint. 

The diagnosis is easily made if the condition is considered, the main 
points being a history of a difficult delivery, the position of the pa- 
tient in bed, pain and tenderness over the pubie joint, palpation of a 
groove over the joint with movability of the pubie bones on each other. 

One must differentiate the condition from paraplegia by the fact 
that the reflex is normal, that the individual muscle groups are fune- 
tioning and there is normal sensation. Later, after fever has devel- 


oped, one must differentiate the condition from (1) acute sepsis, (2) 
pelvic inflammation and pressure on nerves by pelvic exudates, (3) 
acute toxie neuritis, (4) myelitis, (5) cystitis, (6) hysteria. 

Suppuration may develop in these joints. DeLee also states that 
even if the diagnosis be made early this accident is dangerous al- 
though often recovery and later restoration of funetion oceur, the 
latter requiring from three to eight weeks. Injuries to the adjacent 
viscera, primary hemorrhage, shock, and later sepsis bring the mortal- 
ity of reported cases to 35 per cent. If infection of the joint oceurs 
it is serious because the abscesses burrow far and wide. 

The reports of cases show that most instances of pubie joint rupture 
were not associated with a fracture of the pelvis and the case I have 
reported was interesting from the fact that a fracture and a separa- 
tion of pubic joint occurred without forceps operation, but in a nor- 
mal delivery. 


(For discussion see page 658.) 


PERINEAL INJURIES DURING PARTURITION, WITH A 
REPORT OF 336 CASES* 
By James F. M.D., Pa. 


(From the Department of Obstetrics of the Jefferson Medical College) 


URING pregnancy and labor both mother and child are exposed to 

eertain hazards, many of which may be avoided or partly over- 
come by simple means or by timely operative procedures. It is only 
just to say that every woman has a right to hope for complete phys- 
ical restoration after delivery and not to be handicapped by an un- 
corrected pelvie injury. 

The soft structures of the pelvis of a patient confined for the first 
time are exposed to almost certain damage, even in normal or spon- 
taneous delivery, but this is more likely in eases in which the atti- 
tude of the obstetrician is either one of passive, ineffective, or active 
meddlesome interference. 

The anatomy of the lower birth canal is very complex, its injuries 
numerous, and the methods of repair diversified. Looney,! in his 
comprehensive paper on the anatomy of the female pelvie floor, for 
descriptive purposes, divided the diamond-shaped pelvie outlet by a 
transverse line passing between the ischial tuberosities. This line is 
found to pass directly over the central point of the perineum, which 
is midway between the posterior commissure of the vulva and the anal 
orifice. The triangle anterior to this dividing line is termed the uro- 
genital triangle, because the external urinary meatus and the external 
genitals are found in this space, while the triangle posterior to this 
line is known as the anal triangle. 

The urogenital triangle is covered with a thick fascial layer which 
includes Colles’ fascia covering the superficial perineal muscles. Ly- 
ing in the midline, and practically surrounding the vaginal orifice, is 
the bulbocavernosus musele. Arising posteriorly from the central 
point of the perineum, where fibers are given off to the superficial 
transverse perinei muscles, and to the external sphincter of the anus, 
it passes anterior to either side of the vagina to be inserted into the 
sides and dorsal surface of the clitoris. 

The superficial transverse perineal muscles are very thin strands of 
muscle fibers and of minor surgical importance. 

Surrounding the anal orifice, and taking some of its fibers from the 
levator ani muscle, is the external sphincter muscle of the anus. This 
muscle has two attachments, the tip of the coeeyx posteriorly and a 


*Read before a meeting of the Obstetrical Society of Philadelphia, October 7, 1926. 
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blending with the other perineal muscles in the central part of the 
perineum anteriorly. 

The perineal body, situated just anterior to the anus and posterior 
to the fourchette, is a most important obstetric and gynecologie part 
of the female pelvie anatomy. It is the point of insertion of all of the 
superficial perineal muscles, and some of the deeper muscles of the 
pelvis as well. The fascial layers blend at this point, and make it of 
musculofibrous consistency. It extends upwards as a wedge between 
the lower parts of the vagina and the rectum, where the latter turns 
backwards as the anal eanal. It is about one and a quarter inches 
long from its base at the skin to its apex, the site where the walls of 
the vagina and rectum come in contact. 

Situated beneath the superficial perineal muscles is the urogenital 
diaphragm, enclosing, between its two fascial layers, the sphineter 
muscle of the membranous urethra, anteriorly, and the deep trans- 
verse perinei muscles, posteriorly. Above this structure is found the 
pelvie diaphragm, composed of the levators ani and coceygei muscles, 
covered with their superior and inferior layers of fascia. 

The origin and insertion of the two levator ani muscles are very 
complex. Their chief funetion is the support of the viscera of the 
pelvis minor. In front and below, they separate to allow the passage 
of the urethra, vagina, and anal canal. Each muscle has three points 
of origin: the anterior fibers from the posterior pubie surface, the 
posterior fibers from the spines of the ischium, and the large inter- 
mediate portions from the angle between the visceral and _ parietal 
layers of the pelvie fascia. The anterior fibers pass downward along 
the sides of the vagina and are inserted in the central point of the 
perineum and the anal canal, between the sphincter museles. They 
also pass behind the anal canal and lower part of the rectum. Con- 
traction of these fibers, it will be seen, will draw the anus, rectum and 
vagina forward. The intermediate fibers pass posteriorly to the lower 
end of the rectum, where they fuse with the fibers from the oppo- 
site side and are inserted into the rectum between the sphincters. 
The posterior fibers pass backward and are inserted behind the ree- 
tum and to the sides of the coecyx. 

It is observed that all of these structures are so intimately related, 
there being a blending of fascial layers and muscle fibers at so many 
points, that an injury of any one group must inevitably have an ill 
effect on the entire system. 

[It is almost impossible for a normal fetal part to dilate these mus- 
culofibrous structures evenly, and be expelled through them without 
inflicting a varying degree of damage, either open or concealed. 

A careful study of the pelvic anatomy reveals a construction of 
dual musculature; each muscle acting in opposition to its fellow, and 
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they, together, uniting in sueh a way as to form a hammock for the 
support of some pelvic viscus. 

Presentation and advancement of large fetal structures are always 
in an oblique direction, and the greatest stress is brought to bear in 
an eccentric location; this, along with rotation, may cause an over- 
stretching of a group of muscles to one side of the central point of 
the perineum. 

The urogenital and rectal triangles are the most frequent sites of 
herniae in the human body, caused, for the most part, by damage dur- 
ing the second stage of labor. The proper and complete correction of 
these herniae, if the bladder be involved, is probably one of the most 
difficult operations in modern surgery. The union of all fascial and 
muscular layers, as is the practice in herniorrhaphy in other parts of 
the body, should be employed in perineal surgery. 

A great many methods have been evolved for the protection of the 
perineum during the birth of the fetal head. 


Tweedy,2 of Dublin, in his practice at the Rotunda Hospital, claims to ‘‘save’’ 
the perineum by preserving flexion of the head until the occiput has passed out under 
the symphysis, thus allowing the suboccipitobregmatie diameter, the smallest avail- 
able diameter of the fetal head, to pass through the vulvar orifice. During this pro- 
cedure the patient is placed on her left side with the thighs slightly flexed and only 
separated sufficiently to allow the insertion of the left arm of the operator between 
them. The left hand maintains flexion and governs the expulsion of the head, while 
the perineum is dilating. Even by the employment of this precaution, 45 per cent 
of the primigravida, delivered at the Rotunda Hospital, require suturing. 

Allen,’ from his observations of the methods used in protecting the pelvie floor 
during and after labor, believes the modified Waleher position should be used while 
the head is passing over the pelvie floor, thus minimizing tension on the perineum. 
To utilize the advantage this position affords, the patient’s buttocks are placed on 
the end of the table, aided by two assistants, one holding cach leg with the thighs 
horizontal with the body, and the legs at right angles to the thighs. Adduction and 
abduction can thus be made at will. This, however, only aids the perineum to dis- 
tend, but does not necessarily prevent it being torn. 

Another method used by Potter,4 of Buffalo, is the slow and careful ironing out 
of the entire lower birth canal. With his patient under deep chloroform anesthesia, 
the index finger of the left hand is introduced into the vagina, and is slowly swept 
downward and backward toward the perineum. Then two fingers are introduced and 
so on until the whole hand is within the vagina when its walls are completely dis- 
tended in every direction. Fifteen to twenty minutes may be consumed in this 
dilating process. In addition the vagina is frequently filled with liquid soap and 
allowed to remain as a lubrieant, which is not washed out before the passage of the 
fetus. 

According to Olshausen, Ballandin, Schroede, Williams and others, perineal lacera- 
tions occur in from 22 per cent to 66 per cent of primaparae and in from 10 to 15 
per cent of multiparae. 


Factors predisposing to perineal lacerations during the second stage 
of labor are numerous. The more common causes cited are the 
following: 


1. Disproportion between the presenting part and the vulval outlet. 
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2. Abnormality in the mechanism of labor, such as improper flexion 
or extension of the presenting part. 

3. Sudden and rapid expulsion of the fetus, especially following 
the administration of pituitrin. 

4. A narrow pubie arch. 

5. A rigid perineum, as found in old primiparae, mechanical inter- 
ference, ete. 

In a perusal of recent medical literature, a wide diversity of opinion 
is found regarding the value of perineotomy or episiotomy, the term 
first applied by Michaels in 1799; American and English textbooks 
on obstetrics hold it in little favor. 

The usual indications for this damage-saving operation are: (1) A 
threatened rupture of the perineum, either open or concealed; (2) 
rigidity of the soft parts; (3) narrowness of the external genitalia; 
(4) faulty presentation; (5) a very large child, and (6) an indication 
for haste on the part of mother or child for rapid delivery. 

Three points of incision are named: the bilateral as recommended 
by Seanzoni, the mediolateral or Tarnier method, and the median 
recommended by Kastner. 

Bilateral incisions are rarely used. They have the disadvantage of 
being two in number and of dividing the labia at a point where repair 
is difficult and cicatrization conspicuous. 

The median and mediolateral each have advantages and disadvan- 
tages. It matters little which incision the operator elects to use, 
provided he be thoroughly familiar with the anatomy and immediately 
after delivery closes the wound as carefully as he would an abdominal 
incision, remembering that divided muscles, unless carefully joined 
will never properly function’ and that the strength of all anatomie 
structures depends on its enveloping fascia. 

The vaginal mucosa and the perineal skin provide but little sup- 
port to the pelvic viscera, but should be joined in such a manner as 
to completely seal out all secretion which may accumulate upon their 
cut surface. The simple introduction of two or three nonabsorbable 
sutures, even though they pass to the very depth of the wound, can 
no longer be considered good surgery; any more than such suturing 
of an abdominal wound could be considered proper. 

The closure of an episiotomy wound is quite simple when compared 
with the repair of a traumatic laceration, especially if the wound was 
compounded and has tributary lacerations running up into the sides 
of the vagina. Here, irregularly torn and retracted muscles must be 
dealt with, and unless parallel muscle bands, which have separated 
widely, are isolated and brought together in their usual position, the 
end-result will be disappointing. 


It is our practice to use the median incision if episiotomy is indi- 
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eated. It is most often used in primiparae and in multiparae who 
have previously had extensive perineal repair. If a central incision, 
extending down to the superficial fibers of the anal sphineters, does 
not afford sufficient room to deliver the child, an oblique extension 
of this incision to either side of the rectum may be employed. The 
oblique part of this incision divides the posterior fibers of the levator 
ani muscle on the side on which it is extended and these must be care- 
fully sutured as soon as delivery is completed. 

These wounds are sutured with No. 2 or No. 3 twenty-day chromi- 
eized catgut. Each structure is united in the reverse order from that 
in which it is severed; that is, the muscle at the depth of the wound 
and at its upper end is sutured first. All sutures are interrupted, 
except those in the vaginal mucosa. <All dead space is obliterated. 
The mucous membrane and skin are sutured in such a way as to make 
a water-tight coaptation and an effort is made to reconstruct the 
hymen, fourchette, and skin perineum along strict anatomie lines. 

Traumatic lacerations are repaired exactly in the same manner. 

Not all serious injuries of the pelvic floor are manifested by a su- 
perficial rent in the vaginal mucosa or even the structures immedi- 
ately underneath. In many cases wide damage in the form of a sepa- 
ration of the levator ani muscle oceurs without a frank laceration of 
the vaginal wall. ITence, in certain cases, a judiciously selected and 
properly performed perineotomy may avoid serious damage to the 
deep and more important pelvic structures. 

Deutschman® believes the sutures should be introduced before a 
mediolateral incision is made and the perineum divided over the 
sutures if necessary. It is claimed that the exact anatomie structures 
and landmarks are thus preserved. 

Whatever the technic may be, the perineal incision should be made 
for prophylactic purposes, and not as an emergency. It should be a 
method of choice, and not one of necessity. The ineision should be 
under control and not allowed to be torn by the pressure of the pre- 
senting part, or by mechanical interference. 

Open lacerations of the birth canal, while the usual injuries of 
parturition, are by no means the only injuries which may occur. 

The late J. C. Hirst,6 in a lengthy article, refers to injuries of the coeeyx during 
labor, stating that these usually oceur in primiparae with justo minor pelves and in 
whom, in all probability, the coecyx was injured in a previous accident, but who had 
the trouble aggravated by subsequent forceps delivery. 

Riddle? of Sydney, Australia, reports a case of extensive sloughing of the soft 
parts, caused by prolonged birth pressure. The patient had been in labor for eight 
days prior to her admission to the hospital. A large caput was presenting at the 
vulva, which could not be pushed back. The head was perforated and crushed. With 
great difficulty, a large mutilated infant was delivered. The recovery of the patient 
was prolonged and stormy. She ran a temperature for forty-three days, at the end of 
which time there was found a rectovesicovaginal fistula. The bladder wall, in the 


region of the trigone and close to the ureteric orifices, was missing. The entire 
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cervix was absent. The opening in the rectum was extensive and part of the externa] 
sphineter muscle was gone. The size of the patient’s pelvis was normal. The 
dystocia was thought to be due to over-size of the infant. 

Shaw,’ of Manchester, reports a case of extensive perineal hematoma during labor 
in a thirty-nine-year-old primigravida, associated with an albuminuria of mild de- 
gree. The effusion of blood in the perineum started with the onset of labor and 
independent of manipulation. In twelve hours the hematoma was so extensive that 
delivery by vagina was thought to be out of the question. 


lelivered by section. A hematoma, the size of a tangerine orange, was found in the 


For that reason she was 


right broad ligament, and the effusion extended into the right side of the bladder. 
The patient died on the sixth day of what was thought to be a mesenterie thrombosis, 
Before death, the lower part of the vagina and reetum had started to slough. The 
hemorrhagic extravasation was attributed to toxemia. 


TABLE I. LACERATIONS 
NONE IST DEGREE|2ND DEGREE|3RD DEGREE|ALL DEGREES! ‘TOTAL _ 
Primiparae | 34 or 27% 45 or 


35% \47 or 38% l 91 or 73¢ 


4 Or 

‘ 13% 125 

Multiparae {158 or or 25%\20 or 10% 73 or 35% 
Total 172 or 5196.96 or 29%90\67 or 20% ] 164 or 49% 336 


In a study of 336 recent cases delivered at the Jefferson Hospital 
Maternity, out of which 125 were primiparae, there were 164 vaginal 
and perineal tears, ranging in degree from a slight mucous membrane 
abrasion to one severe laceration which involved the sphincter muscle 
and the rectum. 

Of the 125 patients delivered for the first time, there were 34, or 
27 per cent, who were free from lacerations; 43, or 35 per cent, who 
suffered first degree lacerations; 47, or 38 per cent, who suffered 
second degree lacerations, and it was in this group where a complete 
laceration occurred. 

Included in this report there were 211 multiparous patients; 138, 
or 65 per cent, of which received no known injury to the pelvie soft 
structures; 53, or 25 per cent, received first degree lacerations, and 
20, or 10 per cent, received second degree lacerations. There were no 
complete lacerations in this group. 

Of the 125 primiparae, 91, or 73 per cent, received perineal lacera- 
tions of varying degrees, and of the 211 multiparae, 73, or 35 per cent, 
received lacerations of the perineum. 

In this series there were 21 episiotomies performed, 17 on primip- 
arae, and 4 on multiparae. All of these episiotomies are included in 


the above report as second degree injuries. 
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INDICATIONS AND TECHNIC OF CESAREAN SECTION* 
By Currrorp B. M.D., Pa. 


(From the Department of Obstetrics, Jefferson Medical College) 


OT so long ago it would have been possible to discuss the indiea- 
N eations for cesarean section in a few short paragraphs, but to- 
day the supposed indications, as laid down by some writers, make one 
almost believe that the indications consist in any condition which 
offers any excuse for the performance of the operation, or at least, 
some indication whieh is enough to soothe the conscience of the 
operator. 

There seems to exist in the minds of the general surgeon, the poorly 
trained obstetrician, and the laity a thought that this is a perfectly 
safe and simple operation which always gives good results, a panacea 
for obstetric complications. This may not be true in a large eity such 
as this, but in smaller communities, where the general surgeon is 
called in consultation in difficult cases, it offers to his mind the only 
way out. I believe you will agree with me when I say that it takes 
more skill to do most of the ordinary operations of obstetries than 
to do a cesarean section. 

It is because of the ease with which a woman ean be delivered by 
section that it is the choice of operations in improper eases, and it 
is because of the operation performed on improper eases that the ma- 
ternal mortality rate is so high in some communities. In facet, as 
Newell so aptly states in his monograph on cesarean section, ‘‘He does 
not wonder why so many women die but why any recover.’’ 

In making a decision to deliver by abdominal section, it must be 
kept in mind that one is undertaking an abdominal operation and 
that abdominal surgery is never without danger. Furthermore, cesa- 
rean section is a major operation, and while it may be a simple pro- 
cedure for the obstetrician, it is not for the patient. If the indications 
for this operation as laid down by Murphy in 1862 were followed at 
the present time, there would be few cesarean sections done. 

It is not the absolute indications for this operation which lead the 
obstetricians astray, but mainly because we have allowed a certain 
amount of elasticity to creep into our teachings. This, I believe, is 
perfectly justifiable in conscientious hands and results, if not in the 
actual saving of lives, the placing back in the home of women who 
are physically capable of taking care of their newborn children and 
not chronic invalids from mutilation with the obstetric forceps. 


*Read at a meeting of the Obstetrical Society of Philadelphia, October 7, 1926. 
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This same elasticity of indications in the hands of the untrained 
or conscienceless individual, or more so in the hands of the general 
surgeon, allows needless operations to be performed, where good ob- 
stetric judgment would have terminated the labor successfully by the 
vaginal route. 

The absolute indications for this operation are so well known to 
you that I shall merely mention them. It is the borderline or elective 
section that I believe needs emphasis. If I may quote from a stand- 
ard textbook, ‘‘Cesarean section is indicated in patients in whom 
pelvie obstruction exists which renders delivery per vaginam, even of 
a dead child, either impossible or so dangerous that an abdominal 
delivery is attended by no greater risk for the mother than a pelvie 
delivery.’’ This is admittedly the only absolute indication for the 
operation, and the operator who performs cesarean section for other 
reasons must be sure that the benefits which are to be expected from 
the operation for either mother or child are sufficient to warrant a 
certain inerease in the risk to the maternal life over what is to be 
expected following a pelvie delivery. 

Pelvie contraction is unquestionably the most frequent indication 
for this operation, and the operation is indicated in absolute contrae- 
tion regardless of how long the patient has been in labor or the pos- 
sible presence of uterine infection. In relative contraction of the 
pelvis, careful examination of the patient, taking into consideration 
the general condition, age, parity, condition of the child, presentation, 
position, ete., will usually decide before labor what has to be done, 
or a decision can usually be reached after a short test of labor. 

May I eall your attention to the fact that as an undersized child 
eannot get through a contracted pelvis, just so a large child may not 
get through a normal pelvis. In other words, a woman who has a 
moderate contraction of the pelvis and who has given birth to a small 
baby, may not be so fortunate in a succeeding pregnancy with an 
overgrown child. 

The decision as to the method of delivery in these cases is one which 
requires careful examination and a thorough understanding of ante- 
partum fetometry. A discussion of the many factors involved in these 
cases would take more time than I am allotted, but one may mention, 
for example, the dilatability of the cervix, character of labor, condi- 
tion of the patient, ruptured membranes, and probable effect of the 
labor on the patient. ; 

In speaking of contracted pelves we usually mean contraction at the 
pelvic brim. Contraction at the outlet is quite common and in certain 
individuals where complete tears are liable, due to contraction of 
the outlet, section is occasionally indicated, and I might add that if 
these tears are repaired satisfactorily, future children should be born 
by abdominal section. 


| 
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Since it has been recognized that cesarean section may be performed 
as a matter of election instead of as an operation of last resort, one 
indieation after another has been added until now one ean find author- 
itv for using this operation in almost any obstetric complication. 

“Among the conditions in which the operation seems justifiable are: 
placenta previa, premature separation of a normally situated placenta, 
certain types of toxemia of pregnancy, cardiac disease, tumors of the 
vagina, uterus, or other obstructive tumors, atresia of the birth canal, 
dystocia following operations for relief of retrodisplacements, some 
malpositions of the fetus. A discussion of these and many more men- 
tioned in the literature would be endless. 

The dictum, ‘‘once a cesarean always a cesarean,’’ is obviously not 
true as we have all seen women who, having had one section pre- 
viously, have given birth to other children spontaneously. The fact 
that this does occur, however, is not a criterion that it is safe to allow 
any woman who has had a previous section for a temporary indication, 
to attempt labor in succeeding pregnancies. 

The literature on this subject is voluminous and most contradictory. 
Here again I believe that the personal equation enters into the decision 
to perform the operation. Given a woman, who has had a seetion for 
placenta previa by a competent man, with an afebrile convalescence, 
pregnant at term with a fairly small child and in good general con- 
dition with no evidence of toxemia, I would be tempted to allow her 
to go into labor, but I use the word ‘‘tempted’’ reservedly because 
why should an obstetrician add more to his burden by worrying about 
whether or not a previous sear is going to rupture. Although Wil- 
liams’ last statisties on this subject are convincing, it must be ad- 
mitted that a certain percentage do rupture and the risk involved, 
even if diagnosed early, is, to my mind, much greater than cesarean 
section at the time of election. 

After considering the cases where the decision to deliver by the 
abdominal route can be reached with a certain amount of ease, we 
have the borderline case where we know vaginal delivery can be 
effected, but the possible benefit to either or both patients seems to 
be enough to take the risk of performing an abdominal operation. 
This is the class of patient where not only a thorough understanding 
of the mechanism of labor is necessary, but also a thorough under- 
standing of the individual patient. 

It may be true that in years to come most babies, at least in those 
cases where the accoucheur can get there in time, will be delivered 
by section. At the present time the man who attempts to guide a 
woman through labor must first be a capable doctor, second, a good 
obstetrician, and lastly, a competent surgeon. 

I do not want to create the impression that I am averse to perform- 
ing this procedure so frequently because I have never failed to regret 
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not doing the operation on a borderline case which had to be terminated 
by difficult version or forceps, but I would eall your attention to the 
fact that in the best of hands, the word ‘‘mortality’’ still has a place, 
When one looks at the excellent results of this operation in capable 
hands, it is not surprising to see the indications mount. 

Although we have prophylactie forceps and Potter version in addi- 
tion, and although it may not be fashionable, it is still quite a satis- 
factory thing to allow a woman to give birth to her child spontane- 
ously. It has been our custom to caution our senior medical students, 
who are shortly to go forth to serve their internships in hospitals 
whose chiefs have been trained elsewhere than in our own school. 
that methods other than the ones we employ are just as successful 
and that they are not to observe these methods with a eritieal air 
but to judge them by the results obtained. 

It is our desire to discuss briefly the various phases of this opera- 
tion and to eall your attention to certain methods we have found to 
be satisfactory in our own hands. Looking back over a large series 
of patients upon whom this operation has been done, from the stand- 
point of mortality and morbidity of both mother and child, I have 
set down a certain number of questions, in the answering of which ] 
shall endeavor to discuss a few of the important factors in dealing 
with parturient women upon whom it is thought best to perform this 
operation. 

1. What Is the Preferable Time to Perform the Operation?—It has 
been found by most authorities and supported by statisties, that pa- 
tients operated upon at an appointed time,—a few days before the 
estimated date of labor or within a few hours of its onset, before the 
effects of labor have lowered the resistance of the patient and re- 
peated examinations have given rise to uterine infection—make the 
most satisfactory recoveries. Unfortunately, we are called upon to 
perform this operation not only after the patient has been in labor 
for a long time, but even after many examinations and, indeed, at- 
tempts at vaginal delivery have been made. 

If we could impress upon the medical profession at large the neces- 
sity of careful antenatal examinations and the calling of a consultant 
before trouble arises, rather than being satisfied to call for help when 
in many eases it is too late, we should be able to save many mothers 
and babies. 


It is our custom to operate upon the woman with an absolute con- 
traction of the pelvis or with some condition which we know in ad- 
vance will require abdominal delivery, before the onset of labor. The 
moderately contracted pelvis or borderline case is allowed to go into 
labor, no vaginal examinations being made, and if, after a short test 


of labor, the time given depending on the type of uterine contrac- 
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tions, no definite engagement of the presenting part has taken place, 
immediate section is performed. 

How many of you, in a borderline case, after a difficult foreeps or 
version, have not wished you had performed section before the mem- 
branes ruptured or the patient had gone so far that you thought it 
inadvisable to do the operation? In other words, the decision to 
deliver by the abdominal route should be made, if not before labor, as 
soon after the onset of labor as possible. I have been very much im- 
pressed by the smooth convalescence of the patient operated upon 
early, in contrast to the stormy convalescence of the woman who has 
been operated upon after long, tiring hours of labor. 

2. What Is the Preparation for Operation?—The ordinary prepara- 
tion as for any abdominal section, together with the shaving of the 
external genitalia, suffices for the elective section. The bowels should 
be emptied by enema, and we prefer to empty the bladder by catheter. 
In a patient who has been in labor or has been examined, we scrub 
the vagina carefully and paint the labia and thighs with iodine, 3.5 
per cent, and the vagina and cervix with 3 per cent solution of mer- 
curochrome. 

The usual hypodermie of morphine and atropine is omitted, al- 
though on several occasions it has been given and I have failed to see 
any untoward effect on the child. Since the advent of morphine and 
magnesium sulphate rectal analgesia, numerous patients have received 
morphine less than one hour before the birth of the child and so far 
no interference with resuscitation has been noted. 

Iodine and alcohol are used for the skin and an ampule of ergot is 
given as the abdominal wall is incised. 

3. What Anesthetic Should Be Used?—The choice of anesthetic 
rests with each individual ease. Ether is probably the most satisfae- 
tory of the general anesthetics and we employ it almost exclusively. 

I wish to mention especially local anesthesia, which unquestionably 
plays a part in the successful performance of this operation in cer- 
tain individuals. Although I have only used local anesthesia in eight 
hysterotomies, it has given satisfaction, and I believe will be used 
more in the future. Spinal anesthesia may be used, but is not with- 
out danger. 

4. What Incision Should Be Made in the Abdominal Wall and 
Uterus?—There is still some controversy as to the abdominal incision. 
For the high incision I ean say nothing as I have never employed it. 
[ have reoperated upon patients where it has been used, and if the 
“supposed claim that it gives rise to fewer adhesions is true, it was not 
borne out in these cases. 

The incision, six inches in length, the middle of which is about the 
umbilicus, seems to be very satisfactory. Which side of the umbilicus 
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this is made does not matter, if one keeps in mind the fact that a 
pregnant uterus at term is usually in dextrorotation and eare ig 
taken to replace it. In doing the low operation, the suprapubic inei- 
sion is used. For the Beck operation, the Pfannenstiel incision is used. 

In doing the straight or so-called ‘‘eclassical’’ operation, I incise 
the uterus from about the junction of the lower and upper segment 
toward the fundus, and the ineision is large enough to extract the 
child. I believe this incision should be large enough to extract with 
ease, as occasionally the uterine muscle will be torn at right angles 
in extracting a large child through a small ineision. If the uterus is 
to be removed, we occasionally employ the transverse incision of 
Fritsch. 

5. Should the Uterus Be Delivered before Incising ?—Execept in eases 


where there seems to be possible contamination of the uterine con- 


tents, there is no advantage of eventrating the uterus. Even then it 
is doubtful whether it should be done. Careful packing around the 
uterus, and a trained assistant who will lift it out as the child is de- 
livered, results in practically no peritoneal spill. The uterine con- 
tents are sterile; if they are not, the classical operation probably 
should not be done, and, admitting that large incisions heal as well as 
small ones, it seems better to have your operative field look like an 
operation rather than an autopsy. 

6. Should the Uterus Be Packed?—During the past few years, we 
have passed from the period when all sections had the uterus packed, 
together with thorough packing of the vagina, to the point where at 
the present time practically no packing is used. Occasionally, when 
the uterus does not contract firmly or in some eases of placenta pre- 
via, the uterus may be packed to stimulate contractions, but it is 
never used to help dilate the cervical canal in patients who are 
operated upon before labor, with no dilatation. 

Unquestionably drains and packing are essential in doing pelvic 
and obstetric surgery, but they should be used only when definitely 
indicated and when used to accomplish a definite purpose rather than 
as a so-called definite routine. 

7. How Should the Uterine Incision Be Closed?—By far the most 
important step in the operation of abdominal hysterotomy is the 
closure of the incision in the uterus. No matter what suture mate- 
rial is used or how it is put in, the object is to approximate the uter- 
ine muscle as carefully as possible, keeping in mind the faet that you 
are repairing an organ which alternately contracts and retracts dur- 
ing the healing process. Since this operation became one to use on 
the living instead of the moribund, many kinds of suture material 
have been tried and used successfully. At the present time, an ab- 
sorbable suture of catgut seems to meet all the necessary requirements. 
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As to the method of placing the sutures, at the Jefferson Hospital we 
use two layers of No. 2 chromic 40-day catgut, as follows: a econtinu- 
ous suture in the muscle close to the endometrium and one placed as 
a continuous suture approximating the muscle nearer the peritoneal 
surface. A continuous No. 1 chromic catgut in the peritoneal cover- 
ing of the uterus and sometimes another continuous suture is placed 
with the object of covering over the peritoneal surface of the incision. 

For some time we have used, at the Philadelphia Lying-In Hospital, 
hemostatic or mattress sutures interrupted, usually three in number, 
which are inserted on one side at a distance of about 1.5 inches from 
the incision. These sutures are tied last and eare is taken not to tie 
tightly, to avoid necrosis. Two continuous sutures of No. 2 chromie 
eatgut enter beyond either end of the incision and a continuous 
catgut about the peritoneal layer. The sutures are so placed that 
when all of them are tied, there are no catgut knots in the wound. 
Either method is satisfactory, and although the placing of mattress 
sutures might be open to criticism, so far we are not convineed that 
it is not a good plan. 

Doctor Vaux has reoperated ten of these patients and I have re- 
operated five, and in each case the union has been good, and a micro- 
scopic examination of part of the incised area, removed for that 
purpose, has shown no defects. 

Some prefer interrupted sutures in the myometrium and I have 
been very much impressed by the subeuticular suture which Dr. Piper 
uses. However, any method which completely closes the wound in 
the muscle and in the overlying peritoneum, tied tightly enough to 
compress the muscle but not tightly enough to cause necrosis, is 
satisfactory. 

8. When Should Celiohysterectomy and the So-called Extraperito- 
neal Cervical Section Be Done?—KEver since 1876, when Porro pub- 
lished his monograph on the removal of the uterus following cesarean 


section, it has been recognized that removal of the organ in certain 
cases is necessary. The original Porro operation of amputation of 
the uterine body, leaving the uterine stump extraperitoneally in the 
abdominal incision, has been superceded by supravaginal hysteree- 
tomy and recently in some elinies by the cervical operation of DeLee. 

The most important indications for doing these operations are in 
the potentially infected patient, in patients with tumors of the uterine 
body, and in some eases of premature separation in which it is found 
that extensive disintegration of the uterine muscle, because of hemor- 
rhage, has invoked atony of the uterine musculature. 

I believe that in premature separation of the placenta, if the patient 
is in fairly good condition and the hemorrhage at all extensive, hys- 
terectomy should be performed. The infected patient, upon whom it 
is necessary to perform an abdominal section, has always been the 
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unsatisfactory one, and from the days of Porro up to the present time. 
has been the cause of devising many ingenious operations. 

The frankly infected patient is obviously not the case for the elas- 
sical operation. That it is possible, however, to deliver these eases by 
abdominal section instead of sacrificing the child and mutilating the 
mother, has been amply demonstrated. Given such a ease, one may 
choose between straight section with hysterectomy or the so-called 
extraperitoneal operation of DeLee. 

It is not my purpose to discuss the merits of this fairly new opera- 
tion, but I would take the time again to impress the advisability of 
early section in the borderline case instead of indecision or hope that 
your guardian angel will conduct the fetal head closer to the external 
world. 

9. When Should the Patient Be Sterilized?—If the patient has no 
organic lesion there certainly is no reason for sterilization at the time 
of the first section. If the patient comes to the second section it is 
justifiable to inquire of the patient and of her husband their desires 
in the matter, and if they are willing to take the risk, she can eon- 
tinue to bear children by this method. It is very easy to adopt the 
stand that abstinence from intercourse is the solution of this problem, 
but practically, it does not work out. 

In the patient who has repeated sections or has some organie dis- 
ease, our duty lies beyond simply telling the patient and her husband 
that she should not again become pregnant, and as the operation of 
sterilization does not add to the risk at the time of section, it should 
be performed. Personally, I feel that if a woman has two living 
children delivered by abdominal section, there being no religious 
scruples against it, she should be sterilized. Even though there are 
eases on record of four, five, or even six sections, the risk is certainly 
increased, the operation more difficult to do, and the convalescence 
more stormy. 

10. What Is the After-Care?—The routine as for any laparotomy 
usually suffices, plus the usual safeguards after a normal delivery. 
Our usual routine is as follows: Morphine is given as required. The 
patient is catheterized if necessary, glucose and bicarbonate of soda, 
6 ounces, is given every four hours, by bowel; sips of warm water 
after the nausea ceases. If there is no nausea and distention at the 
end of twenty-four hours, liquids are given freely, followed by semi- 
soft diet, and by the second or third day, full diet. For gas, asafetida 
suppositories, rectal tube, or alum enemas may be given. During the 
stay in the hospital, the bowels are kept open by mineral oil and ene- 
mas. The baby is nursed routinely as in a normal ease. The stitches 
are removed on the tenth day, the patient is allowed up on the 
twelfth day, and is usually discharged on the fifteenth day. 
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11. What Are the Postope rative Complications?2—There seems to be 
a tendency for most cesarean section patients to have more distention 
than is usually seen after an ordinary abdominal operation, and it 
is thought by some that there is more tendency to acute dilatation of 
the stomach. We have observed at the time of operation that most 
patients, especially those who have been in labor for any length of 
time, have a distended stomach and large bowel. That certain altera- 
tion of metabolism occurs during most pregnancies is probably true 
and, as a result of this, there is somewhat of a tendency to colonie 
stasis and fermentation. Septic infection, septic peritonitis, pneu- 
monia, embolism, thrombosis of the pelvic veins, and even acute 
oppendicitis, occasionally occur. Parotitis has been observed on two 
occasions. 

The usual treatment as in any other ease for these complications 
should be carried out. 


CONCLUSIONS 


In looking over the facts of this mueh used and abused operation 
of today, may I draw the following conclusions: 

1. That the indications for this operation have justifiably increased 
in recent years. 

2. That the mortality rate, high in all sections of the country, has 
not decreased, and is probably due not so much to the fact that the 
patient has been operated upon by the unskilled man but because it 
has been an improper case for the operation. 

3. That the patient operated upon before labor or shortly after the 
onset of labor has a much less stormy convalescence than the patient 
operated upon after being in labor for several hours. 

4. That the borderline or elective section offers more chance for 
unwise decision than any of the problems presented to the obstetri- 


cian. 

do. That in the performance of this operation, the strictest aseptic 
and antiseptie technic should be earried out. 

6. That the closure of the uterine incision should be done with the 
utmost care. 

7. That the after-treatment of these patients should be as simple 
as possible. 

8. And finally that the man who attempts to deliver a patient by 
the abdominal route must keep in mind that, although he is doing one 
of the easiest of the obstetric procedures, he is subjecting that patient 
to an abdominal operation which is never without danger. 

1751 PINE STREET. 
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THE ADVANTAGES OF RECTAL PALPATION DURING 
PREGNANCY AND LABOR* 


By Harry Struckert, M.D., PA. 


(From the Department of Obstetrics, Jefferson Medical College and Tospital) 


| rtpeeme the simple solution of a big problem is overlooked in 
the search for a solution more in keeping with the magnitude of 
the problem itself. Tonight I shall refer to puerperal sepsis as the 
big problem and a precautionary measure,—rectal palpation,—as the 
simple solution. 

Although there has been great progress made in lessening the mor- 
tality rates of typhoid, diphtheria, and tubereulosis, puerperal sepsis 
is on the inerease. It has been estimated that 40,000 cases of childbed 
fever occur each year in the United States, of which 8000 die. In 
Philadelphia alone, although the birth rate decreases, the mortality 
from puerperal sepsis increases. In 1924, with 41,543 living births, 
there were 107 deaths from puerperal sepsis, while in 1925, with 
39,072 living births, the deaths from childbed fever had jumped to 
118. These figures, of course, do not account for the many women 
who survive but who become life-long invalids on account of the 
pathologie processes which remain. 


The simple solution, the substitution of rectal for v» ginal palpation, 


is not by any means original. It is a precautionary iicasure that was 
adopted by both Reis and Kroenig in 1893. These 1 worked inde- 
pendently and reported their results within a few w ; of each other. 


It has been practiced by many obstetricians and vyuecologists since 
that time, some of whom have developed a sucessful technic. I 
desire to urge its use by the general practitioner and its adoption in 
the teaching of medical students. 

Let me first touch on the reasons why vaginal palpation is harm- 
ful. In the vagina, at all times, we find pathogenic microorganisms 
which, if conveyed to the cervix and beyond to the placental site, 
frequently result in infection. The Déderlein bacillus is credited with 
immunizing the upper part of the vaginal tract against infection. 
Now, when any foreign body enters the vagina, no matter how sterile 
that body may be, it carries the fluids, germs, ete., from the lower to 
the upper vaginal tract. Should any of these germs so carried be of 
virulent character, the risk to the patient is not avoided by any prep- 
aration of that foreign body. 

Medical literature gives many statistical facts which prove the in- 


*Read at a meeting of the Obstetrical Society of Philadelphia, October 7, 1926. 
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advisability of permitting any foreign body to enter the vagina during 
the last few weeks of pregnancy and during labor. DeLee reports 
two deaths from infection due to coition shortly before the onset of 
labor. Routh, of London, has shown the mortality higher in cesarean 
sections after repeated vaginal examinations or attempts to deliver 
with forceps. Beek observes that the morbidity is 30 per cent follow- 
ing cesarean sections after vaginal examinations were made, and 
only 12 per cent when no vaginal examinations were made. In 1914, 
when Findley was visiting one of the German University Clinies where 
every parturient patient was examined from 10 to 50 times in the 
course of the second stage of labor, he observed that one-third of these 
eases became infeeted, and he was convinced that a large percentage 
of these infections could be accounted for by the repeated vaginal 
examinations made by the instructors and students. 

Since it is so generally admitted that these invasions of the vagina 
produce a great deal of trouble after the child is delivered, it behooves 
physicians to limit them to a minimum and to replace vaginal exam- 
inations by a safer means of obtaining information regarding the 
progress of the case. 

Too often the obstetrician is called in to examine a woman who has 
not been able to deliver herself spontaneously, and finds that he is 
prevented from taking the necessary surgical steps to save both 
mother and child because numerous vaginal examinations, previously 
made, have rendered her liable to septic infection. Had the patient 
been examined rectally no infection would have been earried to the 
upper vaginal tract, and ordinary surgical cleanliness during the 
operative procedure would have been sufficient to protect her against 
infection. What knowledge was obtained by these repeated vaginal 
examinations that could not have been obtained in this safer manner? 

The diagnosis of the comparative size of the fetal head, presentation 
and position, the condition of the membranes and the amount of 
effacement of the cervix all can be obtained by rectal examination. 
I do not wish to state that rectal palpation ean entirely supplant 
vaginal examination, but in 90 per cent of all eases if used in econjune- 
tion with abdominal palpation it will reveal all necessary information. 
Vaginal examination made under aseptie conditions in the early stages 
of pregnancy will give the physician an opportunity to make the 
necessary internal measurements. If placenta previa or unusual 
bleeding takes place, vaginal examination will be of advantage if 
made in the operating room under the same aseptie conditions neces- 
sary in brain surgery. But for all other times the advantages of rectal 
palpation are numerous. 

The first is embodied in what I have already mentioned; it prevents 
infection being carried from the lower to the upper portion of the 
birth canal, thus making possible numerous examinations without 
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danger to the patient. Second, the patient can be more readily exam- 
ined since neither the vagina nor the glove need be surgically pre- 
pared. This fact enables the practicing physician to make his exam. 
ination speedily and yet safely. Third, this method is less painful to 
the patient and in addition may be more acceptable to her sensibil- 
ities. Fourth, it greatly lessens the likelihood of premature rupture 
of the membranes during the first stage of labor. Fifth, it prevents 
the physician from assisting in the dilatation of the cervix, which 
action may produce such traumatism as to favor extensive cervical 
lacerations and also to liberate some quiescent infection. 

The untoward effects of rectal examination are practically none, 
Fuerst reports that he has done rectal examinations on 18,000 patients 
and has never seen any injury to the rectum. Von Mikuliez-Radecki 
proctoseoped a large number of patients in order to determine whether 
or not any injury had been done to the rectal wall. Only an ocea- 
sional hyperemia of the anterior rectal wall could be seen, but this 
was also found in a large number of cases which had never been sub- 
jected to rectal palpation. 

The technie of rectal palpation is very simple. The examination is 
made with the index finger protected by a rubber finger cot or glove 
(glove preferred). Previous to the examination the patient should be 
instrueted to empty the rectum by means of an enema. The vulva 
should be protected by a pad of gauze moistened with 5 per cent lysol 
solution. The thumb of the examiner should hold the pad in place 
over the vulva, and his remaining fingers should be folded in the palm 
of his hand. The index finger should be inserted very gently through 
the anus. There should be absolutely no pain connected with this 
type of examination. This is the method now being taught the stu- 
dents of Jefferson Medical College. 

Kerwin, of St. Louis, has said that rectal examination, if adopted 
by the rank and file of the profession, is apt to bring about the long 
hoped for reduction in puerperal sepsis; with which statement I am 
most heartily in accord. 
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THE VIABILITY OF THE CAST-OFF MENSTRUAL 
ENDOMETRIUM 


By Rouanp 8. Cron, M.D., F.A.C.S., Anp Gey, B.S. 
MILWAUKEE, Wis. 


HE question of the viability of the epithelium found in the men- 
strual fluid has been one that has interested many obstetricians and 
gynecologists, especially since Sampson‘ suggested that autotrans- 
plants from endometrium may be the etiology of endometrioma (choe- 


Fig. 1—Low power photomicrograph of a tissue fragment obtained from the 
menstrual flow, showing healthy, and disintegrating uterine glands, and a greatly 
thickened and hemorrhagic mucosa (decidua menstrualis). 


olate cysts of the ovary). it has been the general opinion that the 
endometrium of the menstruating uterus is less viable than at any 
other time during the menstrual cycle, and more than that, that epi- 
thelial tissue found in the menstrual flow is actually nonviable. 

In order to prove or disprove this premise, epithelium from a men- 
struating uterus was cultured in vitro. The epithelium (decidua 
menstrualis) was obtained by gently removing with a dull curette a 


small amount of the menstrual flow during the second day of the 


NoTre.—Since this report was submitted for publication additional experiments 
show that the fragments of epithelium (decidua menstrualis) normally found in the 
menstrual flow and obtained without the use of a dull curette, are visible. In gen- 
eral, as far as we have been able to determine, the decidua menstrualis is more 
active when cultured in vitro than normal endometrium. 
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menstruation. The specimen was obtained under the usual aseptic 
precautions and immediately placed in sterile normal salt solution, 
It was then thoroughly washed to free it of red and white blood eells. 
The remaining bits of tissue were then concentrated by means of the 
centrifuge. A part of the remaining tissue was hardened and see- 
tioned. The pathologist’s report of this is as follows: ‘‘The histo- 
logic sections consist of bits of epithelial tissue (Fig. 1) with glandular 
formations and a very cellular stroma containing polymorphonueclear 


leucocytes, red blood cells and connective tissue. The gland cells are 


Fig. 2.—High-power photomicrograph of some of the uterine glands, showing tall 
hypertrophic epithelium, apparently healthy, and a richly cellular stroma, 
swollen and hyperplastic (Fig. 2). Some appear to be in an active 

state of growth while others show some degeneration.”’ 

Tissue cultures were made of similar fragments. These were put 
in a plasmatiec medium containing heterologous embryonie extract as 
the growth promoting substance. Signs of cellular activity occurred a 
few hours after incubation. This consisted of a very dense and mas- 
sive emigration of leucocytes, which rapidly spread for several days 
far into the medium. The fixed tissue cells began to emigrate on the 
second day, when radial outgrowths of spindle-shaped cells (connee- 
tive tissue) and sheet-like outgrowths of epithelial cells (Fig. 3) ap- 
peared at the periphery of the tissue fragments. The more active 
fragments were transferred every four or five days for over a month. 
Like most epithelium that has been cultured in vitro, there was a 
marked tendency of the tissue to liquefy the plasmatic medium. Al- 
though the fragments showed a great deal of activity at the end of a 
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month’s cultivation, no increase in mass of the tissue occurred, and 
the cultures were therefore discarded. Failure to obtain an inerease 
in the mass of the tissue was probably due to the very small size of 
the tissue fragments cultured, as it has been the observation of many, 
that a very definite cellular concentration is necessary for new tissue 
formation, even when the proper nutrients are supplied in the culture 


medium. 


Fig. 3.—High-power photomicrograph of an unstained living culture of endo- 
metrial epithelium growing as an_ undifferentiated sheet of cells. “A” Mother- 
fragment, dense and opaque. “B” Border of growing sheet of epithelium. 


Further experiments are under way, in which an attempt will be 
made to concentrate sufficient epithelial outgrowths, in order to estab- 
lish a strain of endometrial epithelium. The above experiment estab- 
lishes beyond any doubt that the epithelium of the decidua men- 
strualis, which is found in the menstrual fluid, is viable. 


A CASE OF ECLAMPSIA WITIL RELATIVELY LOW BLOOD 
PRESSURE 
By A. Lincotn Dresser, M.D., Los ANGELES, CALIP, 
Mx O. D., primipara, aged twenty-seven, was seen by me for the first time on 


May 14, 1926. She was married on July 3, 1924. Wer last normal period was 
October 7, 1925, with quickening about Feb. 22, 1926, and probable date of 
confinement July 14. 

Physical examination revealed nothing of particular significance except for a 
slightly enlarged thyroid which caused no symptoms. Family and past history were 


of no consequence, although patient believed she had scarlet fever in childhood. 
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Urine normal; blood pressure 120 systolic; SO diastolie. Weight 126 pounds. . On 
June 2, two weeks later, a second examination showed physical findings practically 
the same us on the previous occasion, with the exception of a slight neuralgia aaa 
the left side of the face, as the patient expressed it. Blood pressure 122/85; 
urine showing a slight trace of albumin; weight 154 pounds as compared with a 


normal of 114; some edema of face; no headache; no eye symptoms. 


On the following day, June 3, shortly after noon, [ was summoned to the patient’s 


home and found her in a semicomatose condition with twitching of the museles of 


the face and right arm. Blood pressure 120/80; pulse 100; temperature 98°; 


fetal 
heart 140 and of good quality. At 


2:30 P.M., patient had her first convulsion and 
at 4:30 P.M. another, at which time her blood pressure was 170/90. She was given 
20 ec. of 10 per cent magnesium sulphate intravenously and sent to the Hollywood 
Hospital. A second dose of 20 ¢¢. magnesium sulphate was given at 6:30 P.M. 
Urine contained a trace of albumin and occasional hyaline east. Blood pressure 
at 6:30 P.M. on the same day was 124/80; eye grounds normal. 
During the next three days, patient was delirious and showed little improvement 
in her toxemia but continued to have a blood pressure averaging 120/80. The blood 
nonprotein nitrogen was 60,00 mg. per 100 ¢.c. and creatinine 3.0 mg. per 100 e.e, 
On June 8, the fourth day in the hospital, patient had a third convulsion with a 
continued low blood pressure of 120/75 and pulse 108, with fetal heart 140. Ether 
anesthesia was administered for the convulsion followed by 20 ¢.e. magnesium 
At this stage, patient was in the thirty-fifth week of preg 
Castor oil and quinine were given to induce labor, without success. The 


next day heart sounds were indistinet and patient still delirious, s 


sulphate intravenously. 


nhaney. 


» I deemed it an 
opportune time for interference. On the evening of the sixth day, under ether 
anesthesia, a Voorhees bag was inserted and, on the following morning, seventh 
day, uterine contractions were felt. Bag was expelled, membranes ruptured spon- 
taneously, a left lateral episiotomy was done and a female stillborn infant delivered 
by forceps at 3:35 P.M. Blood pressure dropped to 110 over 76. 

In four to five hours following the empyting of the uterus, the patient showed 
signs of improvement and from this time on made an uneventful recovery. 

The blood pressure of the patient, with the exeeption of the time of the second 
convulsion, which then was 170/90, had avernged 120 systolic, 80 diastolic. She 
left the hospital on June 19 in good condition 


Asa B. Davis and James A. Harrar of the New York Lying-In Hos- 
pital, in a study of 879 eases of toxemia of pregnaney occurring dur- 
ing the past thirty vears, make special mention of the importance of 
urinary findings and blood pressure readings. <A trace of albumin is 
common enough during the latter months of pregnaney but they con- 
clude that blood pressure elevations are much more indicative of 
A blood pressure below 140 systolic with no other 
symptoms should afford but little concern. 


danger ahead. 


Special instructions in preeclamptie cases at the Los Angeles Gen- 
eral Hospital are that magnesium sulphate is to be given when blood 
pressure registers 150 systolic or higher; also when convulsions have 
been controlled, if the blood pressure ascends to the height at time of 
previous convulsion. Yet, after several days’ treatment and no rise 
in blood pressure, this patient developed a third convulsion, which 
tends to show that eclampsia may develop with a relatively low blood 
pressure. 
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A CASE OF INTRAABDOMINAL PREGNANCY, WITH LIVING 
CHILD 


By P. Dany, M.D., HArtrrorp, Conn. 


NTRAABDOMINAL pregnancy, of itself, is not a rarity, yet the 
I literature is sparse in reports of cases which have gone to approx- 
imately full term, with thé subsequent delivery of a living baby. The 
ease herewith reported attaches especial interest to itself because of 
the early diagnosis of the existing condition, with practically no 
symptoms, and the variety of complications found at the time of 
operation. 

Mrs. O. H., negress, age twenty-seven years, was admitted to the Gynecological 
Service of St. Francis’ Hospital, August 15, 1925, with a complaint of pain in the 
lower midabdomen. A note accompanied her stating that she was suffering from 
an ovarian cyst complicating pregnancy! familial and domestic histories were 
essentially negative except in so far as her present pregnancy is concerned, which 
she dates back for six months, and whose existence for the past two months has 
been accompanied by ‘occasional cramps in her lower abdomen.’’ Physical exam- 
ination exhibited no gross pathology except for the abdomen which revealed a mass 
situated just below and to the right of the xyphoid. This upon palpation re- 
sembled a long bone of a fetus. Below the umbilicus was another mass regular in 
outline, which we considered to be the uterus at the size of about a five months’ 
pregnancy. Vaginal examination confirmed our diagnosis as far as the uterus was 
concerned, but the superior mass seemed to bear no relation to it, and movement 
of the uterus was extremely painful to the patient. 

A tentative diagnosis of intraabdominal pregnancy was made and x-ray ordered. 
The roentgenologist’s report follows: ‘‘Below right twelfth rib there is ap- 
parently a long bone of fetus. As there is no other evidence from roentgen point 
of view of pregnancy, dermoid cyst must be considered.’’ 

Operative measures were spoken of to the patient. Fearful of these she was 
removed from the hospital by her husband and against the advice of the attending 
gynecologist. 

On October 24, after all attempts at ‘‘follow-up’’ had failed, patient again 
entered the hospital about 10 p.M., this time in an eclamptie state. She was 
recognized and after medication had been given to control the convulsions, another 
x-ray was ordered. This report came back with positive evidence that a fetus was 
present and immediate operation was decided on. On opening the abdomen, no 
landmarks could be distinguished, due to the dense matting of all structures by 
thick exudate and adhesions. Many old clots were present and adherent to sur- 
rounding gut. Fetus free in abdominal cavity with vertex on the right side and 
under the liver. Living child delivered. Uterus showed small rupture present in 
fundus, with cord protruding through the opening. Both tubes and ovaries bound 
down posteriorly by a thick exudate. Because of patient’s precarious condition 
it was deemed better to remove the uterus, tubes, and ovaries en masse. Wound was 
closed in layers, and three cigarette drains inserted. 

Upon opening the uterus after its removal, the placenta was found in the cavity. 
The patient, thoroughly toxie and shocked, survived but a few hours. The child, 
however, is still living and apparently normal. At the time of patient’s first 
entrance to the hospital her urine showed only a trace of albumin, with a blood 
pressure of 122/62. The urine on her second entrance was heavy with albumin 
and showed numerous hyaline and granular casts. Blood pressure 160/90, Wasser- 
mann was negative. 

57 PRATT STREET. 
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Society Transactions 


THE NEW YORK OBSTETRICAL SOCIETY 
MEETING OF NOVEMBER 9, 1926 


Tue Presipent, Dr. Grorce H. Ryper, IN THE CITAIR 


Dr. IL. D. Furniss reported a case of Carbuncle of the Kidney. 


This patient, a married woman of thirty-five gave no history of any previous 
trouble that had any bearing upon the present condition. 

On June 15, 1926, she fainted and fell on the sidewalk—at this time she was 
seized with chills, fever and pain in the left loin. On June 29 she was sent into the 
New York Infirmary for Women with a diagnosis of grippe,—she was then having 
severe sore throat, chills, temperature ranging from 102° to 104° F. and sweats. 


There was no dysuria, nocturia, or hematuria. Pharynx and tonsils injected, but 


no pus could be forced out. In the upper left quadrant of the abdomen was a mass 
extending three fingers’ breadth below the costal margin, posteriorly there was slight 
bulging in lumbar region and obliteration of the kidney triangle. Tenderness be- 
hind but not in front. Urine, acid, showed a trace of albumin and a few white 
blood cells. Blood count showed 9,600 white cells 90 per cent polymorphonuclears. 
A diagnosis of perinephritic abscess was made. 

On July 3, 1926, a left lumbar incision was made and six ounces of pus evacuated. 
Iodoform drainage. She drained until the end of July when a ‘‘lump’’ appeared 
in the abdomen, extending well below the left costal margin. She complained of 
pain radiating down the course of the ureter, and the temperature rose to 106°. The 
formér incision was reopened but no pus evacuated. After this temperature ranged 
from 103° to 99°. During this time there was a leucocytosis of 13,000 to 17,000, 
with a polynuclear percentage of 82 to 87. Blood culture was negative. The urine 
from the bladder and from the left kidney showed at various times gram-negative 
cocci, and colon bacilli. Smears and guinea pig inoculation negative for tubercle 
bacilli. 


Indigo carmine elimination was seven minutes from the right and ten minutes 
from left side on Oct. 5, 1926. 


Phenolsulphonephthalein test showed 60 per cent the 
first hour and 11 per cent the second. A .pyelogram showed a distortion of the 
pelvis. 


Dr. Furniss saw the patient on October 8. She then appeared ill on account of 


a mass in the upper left quadrant with a sinus dis- 
charging only a small amount of pus in the lumbar region. 


prolonged sepsis. There was 
No signs or history of 
any primary focus of infection, except that in the throat, could be elicited. A 
diagnosis of a cortical infection of the kidney was made on the history, the failure 
of the patient to get well after drainage of the perinephritic abscess, and upon 
the slight urinary abnormalities. 

At operation the kidney was found to be bound down by a dense infiltration of 
the perirenal structures, but was removed with only slight difficulty by a sub- 
eapsular nephrectomy. Partial closure of wound and iodoform drainage. 

The upper two-thirds of the kidney was replaced by dense indurated tissue filled 


with numerous abscesses from 14 to %g inches in diameter, exactly similar to the 
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findings in a earbunele eleswhere. The lower third of the kidney was uninvolved. 
Staphylococcus aureus was found on culture. 

The patient has made a good recovery and gained weight and strength. For a 
few weeks there was a moderate amount of urinary leakage due to reflux through 
the ureter from the bladder. 

Comment.—It is probable that the infection in this ease was from the throat and 
involved primarily the renal parenehyma, and secondarily the perirenal tissue. In 
draining a perirenal abseess it is not always easy to expose a possible foeus in the 
kidney, not advisable to break down a lot of adhesions to do so. The majority get 
well through simple incision and drainage. A continuance of chills, and temperature 
point to involvement of the renal tissue and eall for renal exploration and usually 


nephrectomy. 


Dr. F. W. Rice read a paper entitled Analysis of the Results in 130 
Pregnancies Subsequent to Cesarean Section in 96 Patients. (For 
original article see page 591.) 


DISCUSSION 


DR. AUSTIN FLINT 


Rice’s study in adding to our knowledge of the seriousness of cesarean section. 


in opening the discussion referred to the value of Dr. 


According to his belief it is done too often and for insufficient indications. Dr. 
Flint insisted that the art of obstetrics requires great skill and those without suf 
ficient experience in that art resort to cesarean section because of its ease, but it 
leaves a woman who, if she recovers, presents the problem as to how a subsequent 
delivery should be managed. For example, if she is handicapped by a minor degree 
of pelvic contraction she adds to the danger of a labor through this pelvis, the 
added risk of having had a cesarean section. Dr, Flint stated that although at 
one time he favored the dictum ‘‘Once a cesarean, always a cesarean,’’ more recent 
personal experiences led him to modify this. He thought it was difficult to tell 
which case was safe and which in danger. The important diagnostic point is the 
character of the convalescence from the original operation from which it must be 
assumed that prolonged fever would indicate a defective sear. Likewise if palpation 
shows a thin uterine wall, a prolonged labor is always dangerous. 

Dr. Flint pointed out that a statistical study of this kind should make us more 
eareful about doing a cesarean section in the first place. There need be no question 
in the presence of absolute indications, but in the elective cases it should only be 
done for very definite reasons and not because it is easy. In this connection he did 
not favor the operation for placenta previa because the ‘‘long rigid cervix’? so often 
assumed, was rarely present in his experience. Ile preferred other methods of de- 
livery. Dr. Flint had the same feeling about section in eclampsia, on account of 
the increased risk. Summarizing his remarks Dr. Flint believed that the way to 
avoid doing repeated cesarean section is to avoid doing the first one and, if re 
quired, great care is necessary to preserve asepsis and not to tie the uterine sutures 
too firmly, so as to avoid necrosis of the tissues. He believed that a great many 
of the sears became infected from accidental puncture of the decidua by sutures. 
Section should always be done early in labor before exhaustion supervenes and 


no attempt should be made to operate rapidly. 


DR. JOHN O. POLAK said that in 1921 he made a study of 2200 cesarean 
sections done by various operators and it was found that cesarean section has a 
mortality greater than ordinary abdominal operations. The cases were separated 
into those which were purely elective, in which the mortality was 2.9 per cent in 
the hands of such men as J. Whitridge Williams, the late Dr. Cragin, the late Dr. 
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Studdiford, Dr. Hirst, of Philadelphia, and of several men in Brooklyn and New 
York. In the second class of cases, which had been previously handled, there was 
a mortality of 6 per cent, and in those cases with membranes ruptured for a long 
forceps or other 
Dr. Polak claimed 
that any one who gets a mortality of 3 per cent should look very carefully over his 
methods and that greater care i : 


time, or those which had a long test of labor, had applications of 


procedures prior to section, there was a mortality of 14 per cent. 


is necessary in the selection of cases for cesarean 
section. There is one factor, queer as it may seem, which does not 


obtain in 
3rooklyn, namely the mental fear of 


section, for in a subsequent 
patients who have had a section always want another section. 
prehensive. Dr. Polak believed that 


pregnaney, 
They are not ap 
an important point is the site of the incision. 
The late Dr. Studdiford had studied this subjeet very carefully and his conelusions 
have been carefully accepted by obstetricians, namely, that the lower segment of 
the uterus in the median line can be incised with less danger than elsewhere. 


Many 
are apt to hurry and as a result do 


are then 
one takes into consideration the 
anatomy of the muscular structure of the uterus, one can readily appreciate what 


not ‘‘untorsion’’ the uterus and 
amazed to note the obliquity of the sear. If 


is going to happen to the sear which is made obliquely in the uterine wall, no 


matter how it is.sewn up. Again, those who practiced the low section, 


found an 
other advantage in the fact that there is a 


fascia in the lower portion of the 
uterus which can be brought over the line of sutured muscle, as noted by DeLee of 
Chieago. 

Dr. Polak insisted that, during suturing, it is essential to carefully approximate 
tissue to tissue, without constriction and to avoid involving the 


endometrium. The 
observations of Finley and of 


Phaneuf subsequently, showed that rupture of the 
sear is less frequent in the low section than in the high. 


Dr. Polak referred to the 
procedure followed in Glasgow 


by Munro Kerr and Hendry, who use a transverse 
incision in the thinned-out lower segment. When we realize that in the high section 
our trouble comes from the fact that we are working in the contractile portion of 
the uterus, that all infection of the uterine wound comes from the inside of the 
uterus, and that when we have adhesions it is the result of leakage, we ean appre- 
ciate that the transverse incision in the thinned-out 


lower segment of the uterus 
will leave a 


n intact contracting uterus which will maintain drainage, and finally 
covering the uterine wound with the bladder reflection makes the 
peritoneal and adds another safeguard. 


Dr. Polak agreed with Dr. 


procedure extra 


Flint that the way to make repeated sections less 
dangerous is to select the primary sections with care, but believed that there is 
a place for section in certain cases of placenta previa, because of the necessity in 
these days of doing obstetrics that produces a live baby and a live mother without 
much blood loss. He also felt that a large number of these women will go through 
subsequent labors without complications if watched in the hospital. For it is not 
the ease of contracted pelvis that will go through labor safely, but where a section 
was done for other indications with a relatively normal child in a relatively normal 
pelvis. 

There was a greater mortality from repeated sections, according to Dr. Polak, 
than is generally known, because such cases not infrequently have extensive pro- 
tective adhesions, which become injured during operation. However that protee 
tion has not the same resistance as normal structures, and infection and morbidity 
are therefore higher. 


DR. HENRY C. COE referred to the many difficulties which attended this opera 
tion in his earlier experience and yet he had not lost 


uted to the fact that he was an advoeate of the eleetive operation. Dr. Coe agreed 
with Dr. Polak about the value of the low 


any eases, which he attrib 


median incision, as it avoided weak sears. 
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DR. ASA B. DAVIS noted that there were about 20 cases in which it was pos 
sible to deliver the patient by the natural method, less than one-fifth of those of the 
total. He did not believe that every time a cesarean section is done it means that the 
next delivery, or a subsequent delivery, must be by cesarean section, but wherever 
one cesarean section has been performed, the patient should be in the hospital a 
considerable period of time, ten days or two weeks before the expected time of 
labor, and under very careful observation. If she goes into labor, the attendant 
who is to care for her should remain in the hospital so that there should be a 
continuity of care, and he should be ready to meet any accident that may come 
from a rupture of the sear. 

At the Lying-In Hospital, in 1924, there were 190 cesarean sections, in 1925, 196, 
about 3 per cent incidence in all deliveries. 

‘‘Measurements of the pelvis are brought up from time to time, but we are 
learning that measurements do not mean very much. There has been a change 
in the character of the patients. It is rather rare to see the old time rachitie pelvis 
or the Niigele pelvis, or similar distortions. More patients are encountered with 
oversize male type of pelvis. Many of those cases come in with ruptured mem 
branes, the Jabor drags on, they do not dilate, they are not suitable for high 
forceps. Occasionally,’? Dr. Davis said, ‘‘we try to ease our conscience and 
deliver through the pelvis, but after we have gotten through and realize the condi- 
tions left behind we are dissatisfied with ourselves. We know we ean deliver these 
eases by cesarean section. We also give the patient a trial labor. We must either 
deliver the child at a comfortable point or stand by and allow a stillbirth. We 
do not approve of that.’? 

Dr. Davis recalled a patient who had lost two children. She presented a condi 
tion often seen in the male type of pelvis, oversize children with unmouldable heads. 
She was very anxious to have a live child. He delivered her by cesarean section, 
of a child weighing over 9 pounds. The next time she came in they dilated the 
cervix and did a foreeps. The next child was almost precipitate. There was a 
general decline in the size of the children, as proved by their weight, measurements 
und mouldability of the head. 

Dr. Davis had no fear of repeated cesarean sections. One of his cases had had 
seven and one had six. He believed it very risky to attempt to deliver, or wait for 
delivery, or allow a patient to go on in labor when she has had a previous cesarean 
section; and he would like to impress the fact that the surgeon who is to eare for 
the case should be in attendance and be ready to carry the load while the woman 
is going through her labor, and that as soon as full dilatation occurs, if a trial 
labor is given, then the Jabor should be terminated by artificial means. 

Dr. Rice in closing said that although English writers agree that rupture does 
occur less often following the low flap method of operation, in this country we 
are inclined to withhold our opinion as many eases of rupture are being reported 
following that type of incision. He felt that if infection was already present, this 
type of operation offered the best chance; but for a ease where it is elective, 
especially for a temporary condition where there is a possibility for a woman to 
have subsequent normal deliveries, the low classical was better, beeause during labor 
that portion of the uterus is apt to undergo certain physiologic changes which 
might affect the sear. 

Dr. Rice agreed with Dr. Davis that these patients should have more attention 
in the later weeks of pregnancy, beeause in a large number of sections it was 
shown that 46 per cent of the ruptures oecurred before the onset of labor, and that 
we are beginning to get a little careless in allowing the patients to start labor 
before we perform the repeated section, for damage to the sear may be done be- 
fore that time, by overdistention. 
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Dr. EK. Evererr BUNZEL (by invitation) read a paper entitled Pulmonary 
Embolism Complicating Pregnancy, Labor, and the Puerperium, 


(For original article see page 534. 


DISCUSSION 

DR. W. W. HERRICK considered that this paper crystallized impressions that 
with most of us are rather vague and based on mere clinical observation. Ap 
parently the source of these emboli is not the uterus, but the larger veins of the 
lower part of the body. The part played by rest in promoting circulatory. stasis 
should be stressed, as in the treatment of both medical and surgical conditions we 
emphasize rest too much. In the treatment of cardiae weakness, a certain amount 
of exercise is helpful. The effect of muscular contraction in promoting venous 
return aids in correcting circulatory stasis, Dr. Herrick believed the same thing 
holds true in obstetrics; that a certain amount of passive, if not active, exercise 
may help in abolishing the venous stasis which is undoubtedly a contributory, if 
not a fundamental, factor in thrombosis and embolism. It may be that passive or 
active movements, especially in patients who are anemic and who in consequence 
may have an inereased coagulability of the blood, help to ward off this dangerous, 
although rare, complication. 

Mitral stenosis is a cardiae lesion in which emboli are very common. One might 
think that a woman with mitral stenosis who went through labor would be more 
likely to show emboli than under other conditions. Under the supervision of the 


medical service of the Sloane Ilospital, about 250 eases of heart disease have 


been delivered in the last seven years. Of course, the larger number of these 
cases were eases of mitral stenosis. In only one of them was there a fatal embolus. 
Embolus in mitral stenosis in pregnancy does not seem to be any more common 
than in a similar group of nonpregnant cases with that valvular lesion. 

One interesting and important point which Dr. Bunzel brought out was the fact 
that if death occurs, it is in the first hour, in nine eases out of ten. "Mat probably 
means death from shock. 

The best clinical indicator in the treatment of shock probably is the blood pres 
sure, and Dr. Herrick asked the speaker to comment on that if he had the data. 

In combating shock he believed the most effeetive method is the use of frequent 
doses of adrenalin by deep hypodermic injection, 5 to 7 minims every few minutes, 
governed by the response on the part of the blood pressure, in addition: to the othe 


method mentioned by Dr. Bunzel. 


DR. W. E. CALDWELL said that the majority of the cases reported by Dr. 
Bunzel were among primiparae. In looking over his histories he could not find any 
history pointing to previous phlebitis or previous endothelial changes in the veins 
which would lead to the formation of a thrombus. It was always hard to follow 
Aschofft’s idea that you can get a thrombus without previous endothelial changes 
in the veins. In one of Dr. Bunzel’s eases there was a definite history during 
pregnancy of a callous of the foot that was treated rather extensively and even 
x-rayed. In that case there was a possibility, of course, of a phlebitis from the 
foot and the embolus followed an easy breech delivery afterwards. 

Dr. Bunzel mentioned the spiral bandage. Unless put on very carefully, you can 
conceive of its possibly increasing the danger by making pressure on the cireular 
veins. Properly applied, though, it helps. Tight abdominal support immediately 
after delivery in primiparae in eardiaes in cases of overdistention is almost im 


possible with an ordinary abdominal binder. 


DR. HENRY C. COE said that his experience with these cases extended over 


many years. In two instances death occurred within an hour after the attack. 
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The first was one of flat pelvis in a multipara of forty-two, in whom he did a version 
successfully on two oceasions. Shortly after the second labor she died suddenly 
of embolism. The second case was a difficult foreeps delivery and terminated 
in the same manner four hours after labor. Dr. Coe said that he had on one 
oeeasion actually witnessed the development of a pulmonary embolism after curette 
ment for retained septic placental tissue. The woman had a chill, respirations be- 
eame rapid and on auscultation he was able to wateh the development of an 


embolism in the lower left lobe. The patient died in a few hours. 


DR. GEORGE W. KOSMAK said that Dr. Bunzel’s contribution constitutes an 
observation in a condition that is sometimes passed by with very little notice. He 
believed, in addition to these fatal eases of pulmonary embolism, there are a good 
many instances where small clots lodge in the lungs with infaret formation and 
that our diagnosis is in error. Very often in the puerperium, after five or six days, 
the patient has a chill, complains of very sharp pain in the chest, the respirations 
go up and we make a diagnosis of beginning pneumonia, when in all likelihood she 
has an infaret due to a small clot lodged in some part of the lung. Fortunately, 
a great many of them get well. 

Dr. Herrick expressed very effectively what Dr. Kosmak believed to be one of 
the principal causes of this accident, namely, slowing of the blood current, and that 
we should take a lesson from those who have demonstrated this and who have 
warned us about the importance of active exercise by the patient after delivery. 
In many instances we are prone to leave the conduct of the puerperium in the first 
few hours, or the first twenty-four hours, to the diseretion of the nurse. We had 
often observed a patient flat on her back twelve hours and longer after delivery and 
when she is told in the nurse’s presence to turn around and move about, wave her 
arms about, and even turn over on her abdomen, the nurse looks on in horror and 
apparently considers that this doetor knows very little about the after-care of 
the patient. We should instruct our patients to make active movements as soon 
as they are able after delivery. Dr. Kosmak believed that the reason we get more 
of these emboli in the operative cases is because these patients are kept quiet a longer 
time, often flat on their back for twenty-four hours or more before being al- 
lowed to move about. If patients are unable to move about, passive exercises ean 
be employed to accelerate the blood-flow, as some of these patients are more or less 
helpless for a day or two. 

In women who are unduly distended and in whom a rapid emptying of the 
uterus takes place with a corresponding disturbance in the mechanies of the eireu 
lation of the abdomen, a rigid, firm abdominal binder, or the adhesive plaster 
dressing of Dr. Studdiford, is of great value, and in some of these cardiae eases 
particularly, the application of a sandbag for a few hours after labor helps to keep 
the uterus well contracted and the abdominal vessels more or less empty. 

[f these precautions are observed in all our puerperal cases, we will get much 
smaller incidence of this fatal condition. 


DR. GEO. G. WARD referred to the value of Aschoff’s work, which demonstrated 
that the lack of exercise and enforeed rest after labor or operation slowed up 
the blood stream sufficiently to make this a definite factor in the pathology of 
thrombosis. Dr. Ward reealled the apparatus used in Sellheim’s clinie in Tibingen, 
in which a system of levers worked by an electric motor, the limbs could be flexed 
and extended mechanically. Dr. Ward also referred to the treatment developed by 
Prof. Brandt, of Oslo, in which a particular form of massage of the leg is employed 
in the presence of puerperal thrombophlebitis. This is termed ‘‘effleurage’’ and 
consists of a particular form of superficial but firm stroking of the leg, to stimulate 
the lymphaties and increase the blood flow. Of course the temperature must have 
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subsided. Dr. Ward likewise believed that there are many more eases than we 
realize and that there are many instances of mild showers of minute emboli 
liberated in the blood stream that give rise to pulmonary symptoms whieh are 
usually put down to a possible pneumonia, or pleurisy. 

DR. E. EVERETT BUNZEL, in closing, believed that the custom followed in some 
of the European clinies of allowing the patients to get out of bed on the first 
day after delivery in order to stimulate the circulation, would not meet with 
a ready reception in this country. For if by any chanee a patient so treated should 
develop an embolus, the attending physician would have great difficulty in explaining 
his attitude. In answer to Dr. Hlerrick’s question about blood pressures, no de- 
ductions were possible because of the small number of observations, but where 
recorded, the blood pressure was invariably low. 

With reference to endothelial damage to veins, Dr. Bunzel considered that this 
might occur during pregnancy in patients who complained of muscular cramps in 
the legs. As active rubbing is usually resorted to, the resultant disturbance may 
be a pathologie factor in the formation of a thrombus of the saphenous veins. 
For this reason he cautioned against massage or rubbing of the lower extremities as 


a measure of preventing thrombosis. 


BROOKLYN GYNECOLOGICAL SOCIETY 
STATED MEETING, NOVEMBER 54, 1926 
Dr. T. S. WELTON, THE PRESIDENT, IN THE CHAIR 


Dr. H. J. Sranper, of Montreal, read, by invitation, a paper on Clin- 
ical and Experimental Studies on the Toxemias of Pregnancy. (lor 


original article see page 5D1.) 
DISCUSSION 


DR. JOHN O. POLAK said that a leading facet brought out is that the eclamptie 
patient is an extremely poor surgical risk. Dr. Polak had noted, from a clinical 
standpoint, the immense drop in pressure immediately after delivery, the poor resist- 
ance of the patient to anesthesia, and had come to the conclusion that anesthesia was 
the thing to be avoided, and on that basis had for several years been practically 
following out the treatment suggested with the single exeeption that he still used 
venesection in an extravagant manner, possibly taking away a few of the toxins in 
the 1000 ¢.c. withdrawn. His results from this plan of treatment, with morphia used 
very freely, have been excellent, and Dr. Stander has demonstrated by his experi- 


mental work why morphine works. 


DR. CHARLES A. GORDON wondered whether Dr. Stander had included in his 
blood chemistry investigations any cases that showed marked edema. This has 
always been looked upon as a protective mechanism of some sort, less marked in 
those who develop convulsions. 

At St. Catherine’s and Greenpoint Hospitals, he had never been impressed with 
the value of venesection and had used morphine in large doses. Te also tried out 
magnesium sulphate for a long time and had no suecess whatsoever with it. 

Dr. Gordon marveled at Dr. Stander’s statement that the neurotic vomitings of 
pregnancy have disappeared and that they are all toxie of some sort. It seemed to 


him, from a large experience with cases of vomiting, that a considerable number of 


| 
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patients are neurotic, and a great many of them have been cured by him when 
treated-along those lines, without any attention being paid to any toxie phase of the 


matter whatsoever. 


DR. WILLIAM PFEIFFER said that he had adopted a method of giving an 
initial dose of 144 gr. of morphine, continuing with 14 gr. every hour thereafter until 
the respirations dropped to 8 per minute or convulsions ceased, plus venesection, 
stomach washings, colonie irrigation, ete. Seeking to simplify the method a little, 
in the last two years, he had been using almost exclusively magnesium sulphate 
intravenously and large amounts of glucose,—250 ¢.c. of a 20 per cent solution. He 
never delivers a patient unless in labor; perhaps rupturing the membranes, and that 
is all. 

Based on Dr. Beck’s question, if, in spite of the fact that anesthesia lowers the 
CO,, Stroganoff persists in it, maybe there are cases that have enough CO, reserve to 
stand the drop occasioned by the use of the magnesium sulphate. In other words, 
where does the good come from, for our results in eclampsia by the use of magnesium 
sulphate have been just as good as in the old days of morphine, 


DR. H. W. MAYES said that the intravenous use of magnesium sulphate is not 
without danger. It was used at the Methodist Episcopal Hospital in several cases 
and two patients died soon after its use; in another case the respirations stopped 
soon after its administration and the patient was resuscitated by the use of alpha 
lobelin and artificial respirations. 


DR. STANDER, in conclusion, said that they used the ophthalmoscope in all 
toxemias. In the nephritic patient there are sometimes very definite evidences of 
nephritis from the ophthalmoscopie examination and it often clinches the diagnosis, 
because, if there is an exudate and an albuminurie retinitis, there are signs of 
nephritis. In the eclamptic patient, the nephritic changes in the eyegrounds are not 
seen. The most marked findings are detachment of the retina and edema of the 
retina. The two pictures are quite distinctive. The ophthalmoscope does not help 
in all cases, but only in a small percentage of them. Where it helps, however, it 
is of very definite value, just as a positive Wassermann reaction. Because a patient 
has a negative Wassermann does not necessarily mean that the patient has not had 
syphilis. 

As regards the high urie acid, the work of Mann in Rochester, Minn., shows that 

injury to the liver leads to an accumulation of urie acid in the blood stream. Dr. 
Stander considered that the high urie acid is associated with liver injury in eclamp- 
sia; but, whether it is the cause of the picture or functions at all in the cause of the 
pieture, he could.not say. It certainly helps in the diagnosis of eclampsia. 
With reference to Stroganoff and chloroform, the results are very good, although 
Dr. Stander believed that we deal with different types of eclampsia in different 
parts of the world and in different parts of this country. The eclamptic patients at 
Johns Hopkins are very severe cases because usually they are seen after they have 
had four or more convulsions and have been neglected. The eeclamptie cases which 
Stroganoff gets are usually very mild ecelamptics, and over 70 per cent of the cases 
whose records he saw in Stroganoff’s clinic, in Russia, were cases that developed 
eclampsia in the clinic. In other words, they had a chance to study and to treat the 
patient just as she was developing the eclampsia; and she had one or two fits only. 
On the contrary the Hopkins cases enter the hospital with convulsions and have 
usually been neglected. 

Dr. Stander claimed that if Stroganoff omitted chloroform, he might get even 
better results. Certainly he did not want to use chloroform in view of what he had 
seen that it ean do to the liver and to the blood picture. 

In regard to magnesium sulphate Dr. Stander said that he had had no clinical 
experience with magnesium sulphate. He had only experimented with it in animals 


= 
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and more experimental work is necessary before his results can be definitely put 
down as final. He could conceive of magnesium sulphate doing good in certain cases 
and yet doing the two things he showed it does. To use it indiscriminately and for 
all cases we should be doubly sure that we are not superimposing an injury on a 
liver that is already injured, and that we are not producing a blood picture that is 
similar to that in eclampsia. At present he believes that magnesium sulphate injures 
the liver and decreases the CO,-combining power. 

Dr. Stander felt that the clamptic woman without edema is harder to treat than 
the eclamptie woman with edema. No work had really been done on edema in the 
toxemias of pregnancy on which he could base any opinion. 

Dr. Smith asked about nitrous oxide and whether the picture in nitrous oxide is 
similar to that produced by ether or eclampsia. The picture is quite similar, but 
not so pronounced. Acidosis and a hyperglycemia can be produced, and liver lesions 
can be produced, but not as marked as in these others, yet the changes are very 
definite. 

In regard to ‘‘neurotic vomiting’’ Dr. Stander believed all vomiting had a 
metabolic or an organic basis; that the neuroses in women may figure largely in the 
development of the vomiting, or in the further progress of the vomiting; that it is 
the man who ean differentiate keenly and correctly between how much of the neu- 
rotie element and how much of the true organie or metabolic element is present, that 
can treat the ‘‘neurotic vomiting,’’ or rather can treat the ‘‘vomiting of preg- 
nancy’’ best. He believed that in all cases there is a metabolic basis that starts it. 
In some women the neurotic element figures much more than in other women, be- 
eause a small organic lesion might perhaps have no effect on one person, whereas in 
another it may set up a whole string of symptoms. 


OBSTETRICAL SOCIETY OF PHILADELPHIA 
STATED MEETING, OCTOBER 7, 1926 


The Program for the evening was furnished by the Obstetric De- 
partment of the Jefferson Medical College. 


Dr. Jacos WALKER reported an instance of Separation and Fracture 
of the Ascending Ramus of the Pubis Complicating Spontaneous 
Delivery. (For original article, see page 623.) 


DISCUSSION 


DR. DANIEL LONGAKER considered this case very interesting; he thought the 
operation of symphysiotomy and pubiotomy which he, like some others, was tempted 
to do a few years ago, resembled the aceident to Dr. Walker’s patient. The fact 
that so serious at 


aecident may oecur in a spontaneous labor is noteworthy. 
At a former meeting of the Society he had reported several cases of rupture of 


the uterus during spontaneous labor, an accident of even greater gravity. 


Dr. Trap L. MonrcomMery read a paper on The Morbidity and Mortal- 
ity of Cesarean Section. (or original article, see page 610.) 


DR. EDWARD E. MONTGOMERY said that when he began the study and 


practice of obstetrics the profession was governed by the dietum ‘‘meddlesome mid- 
wifery is bad.’’ During his early practice he noted the great frequency of erani- 
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otomy in Philadelphia, one of the general practitioners having had. the eredit for 
having delivered nineteen women in this -way. He read a paper forty-three years 
ago on the subject, ‘‘ Is Craniotomy on the Living Child Justifiable?’’ in which he 
adopted the dictum, ‘‘the obstetrician should control events and not be controlled 
by them.’’ Dr. Montgomery took the ground that the man who is going to attend 
the woman in confinement should know in advance her condition, the possibilities 
that her condition presents and be ready, if necessary to deliver by cesarean section 
in eases where it is justifiable, or to practice premature labor, the application of 
forceps, or version. He especially emphasized. the fact that cesarean section should 
be performed in the cases justifying it as an elective procedure and not subject the 
patient to various methods of procedure in anticipation of a spontaneous delivery. 
The statistics as given here, demonstrated that a woman delivered by the horn of a 
cow had less mortality than one delivered by the knife of the surgeon, because 
in the latter case it was done as a last resort rather than at the beginning. Dr. 
Goodell in criticism said that he (Dr. Montgomery) had compared ovariotomy and 
cesarean section, as an elective procedure, with equally low mortality, but the pres- 
ence of an ovarian tumor gave rise to certain immunity against peritonitis and in- 
fection and that such patient could he operated upon successfully, while a woman 
who was pregnant had not secured the immunity. Ile then instanced a case in which 
he removed a large ovarian tumor (125 pounds), and the patient recovered without 
any unpleasant symptoms, while the same week ®# man admitted to the University 
Hospital, who had been stabbed by a simple puncture of the peritoneal cavity, had 
died of peritonitis. In reply Dr. Montgomery suggested to him that eesarean see- 
tion should be done under aseptic precautions and that he could hardly claim that 


this man had been so stabbed. 


DR. LONGAKER admitted thirteen craniotomies. <A list ineluding eleven of 
these was made the basis of a paper which he read before the Philadelphia County 
Medical Society a few years ago. It was at this time that the late Dr. Robert P. 
Harris was doing such excellent work in tabulating the results of the cesarean opera- 
tion and no reference to the history of this operation is complete without mention of 
the work and influence of Harris. 

Discouraging as were the results of the operation through the eighties, he was 
ever optimistic’ about its ultimate success and especially so when he, Dr, Longaker, 
reported, in 1890, his first suecessful cesarean section, one of the early cases of the 
modern operation in this part of the country. 

In regard to his own results, Dr. Longaker had operated one hundred and three 
times, losing four mothers, a maternal mortality of under 4 per cent. The women 
who died had forceps used unsuccessfully or the operation was done under bad con- 
ditions, actual or potential infection being present on or before the operation. 

It is especially in the cases of placenta previa that miraculous results may be 
obtained by the cesarean operation supplemented by transfusion by the direct, whole 
blood method. This was forcefully illustrated in a recent case of complete placenta 
previa; the patient was bled white, the entire operation beilig practically bloodless. 
The abdominal incision reminded one of cutting a eadaver. Hardly an ounce of 
blood was lost, the placenta being slowly shelled out of the cervix. This allowed 
time for thrombosis of the sinuses and retraction of the lower uterine segment. 
Transfusion from a suitable donor was begun at this point and as closure of the 
abdominal incision was about complete, blood began to ooze from the needle pune- 
ture and the skin margins. Color returned to the lips with 700 ¢.c. of whole blood. 
Recovery was uncomplicated and mother and baby left the hospital in two weeks. 


DR. RICHARD C. NORRIS said that the borderline cases have always been an 
important problem in obstetrics. Whether the low transperitoneal section really 
brings added safety to the ease that has had a real test of labor, with possible con- 
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tamination, and many hours of ruptured membranes, should be and is being tested 
out in many obstetric clinics. The results obtained by DeLee in Chicago, Bailey in 
New York, and Polak in Brooklyn, are encouraging. Clinies and teaching hospitals 
where more or less neglected cases are, and always will be, reeeived, should continue 
to test out the low operation. 

If we abandon a real test of labor, i.e., several hours of strong second stage pains, 
in these borderline cases, we shall undoubtedly do more cesareans than are justified. 
If during this real test the patient is properly safeguarded from infection, possibly 
by rectal examination only and if we abandon high forceps, Kielland’s as well as 
all others, and determine the true status of the cervical cesarean operation under 
such conditions, which he personally believed will become the operation of choice in 


such eases, we shall have made a most noteworthy advance in practical obstetries. 


Dr. JAMes F. CarreLu read a paper on Perineal Injuries During Par- 
turition. (See page 627.) 
DISCUSSLON 


DR. P. BROOKE BLAND said he was firmly convinced that in the vast majority 
of cases, a primary repair offers a great deal more satisfaction than a secondary or 
intermediate correction. There are certain cases, however, for example, patients who 
have been in labor a long time and in whom, owing to prolonged pressure, the soft 
parts are more or less disorganized, that an intermediate operation or better still a 
secondary procedure is preferable. In patients in whom the soft parts have not been 
exposed to prolonged pressure with devitalization of tissue, he believed primary 


repair should invariably be performed and he personally preferred a reliable chromi- 


eized eatgut exelusively. Ie never used silkworm gut or other nonabsorbable 
material. 
The success of a perineal repair is perhaps not dependent so much on the material 


used, but on the manner in which it is used. Through and through sutures, especially 
if tied tightly, will not suffice and likely do more harm than good. It is essential 
that the parts severed be restored along strict anatomic lines. It seems to him that if 
dependable eatgut is sufficient for secondary, it should be equally good for primary 
repair. A damaged perineum, properly sutured, will surely heal in from seven to ten 
days and catgut will easily hold firmly for that period or even very much longer. 
It should be pointed out that there is no need. for strongly and firmly apposing the 
severed tissues. This chokes or strangulates the structures and this feature is objec- 
tionable in the perineum as it is elsewhere, if not more so. 

Silkworm gut invariably leaves a hard, firm, dense ‘‘silkworm gut sear.’’ Fine 
eatgut, No. 0, for the skin perineum, leaves a very fine sear and in many eases no 
sear at all. 


DR. RICHARD C. NORRIS said that there is no means of protecting the perineum 
and vaginal walls, with uniform success. We know oftentimes the structures are 
unduly fragile and more readily lacerated. He mistrusted the claims of those who 
manually dilate the soft parts and claim to do in fifteen minutes what nature will 
not do in several hours and did not think it is possible for anybody to do that with- 
out producing submucous lacerations. Nature, with her slow dilatation, shows that 
it is impossible in a large number of patients, to avoid overstretching and lacera- 
tions. The upper third of the vagina and the upper pelvic diaphragm are the portions 
of the vagina where injuries occur, which are of the greatest importance to the 
patient’s future pelvie comfort. Up to the present time we have no means of pro- 
tecting these tissues short of cesarean section, except prophylactic obstetrics, i.e., 
not applying forceps too soon, slow intermittent traction and avoidance of the abuse 
of pituitrin in the early stages of labor. So, with due regard for the upper portion 
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of the birth canal, our older methods of delay and gradual dilatation, are not to be 
discarded. To carry the patient, especially primiparae, through this stage, twilight 
sleep or better, rectal analgesia, finds its greatest field of usefulness. The manage- 
ment of the lower or outlet pelvic diaphragm is more directly under surgical control. 
Dr. Norris was surprised to note in this report from the Jefferson Hospital, so few 
episiotomies. His experience with that operation had been so satisfactory that it is 
almost a routine procedure with primiparae. Whether to do a lateral, mediolateral, or 
median operation was no longer a question, and the median or central is his choice. 
An incision through the central tendinous union in the perineal body releases the im- 
portant fascia at the outlet. If the incised fascia are brought into proper apposition 
when the incision is closed, there will be no need to bother with the muscles. The 
principle is the same as in closing the fascia of an abdominal incision. In elosing 
a lateral episiotomy there is a lozenge-shaped wound which is difficult to repair and 
when properly repaired, sear tissue is left which is painful for a long time to the 
patient when she sits down; it is mainly for that reason he discarded it. About 95 
per cent of the primiparae he now delivers have outlet forceps and a median episi- 
otomy. 

The only danger of central episiotomy is that it predisposes to laceration of the 
sphincter unless that muscle is properly safeguarded. In these rigid eases it is 
valuable to forcibly dilate the sphincter, change gloves, and place a temporary figure- 
of-eight silkworm gut suture around the anterior segment of the sphincter to protect 
it in the median line. That is one way of saving the sphineter, and the other is the 
very slow intermittent delivery. Incision should be made from the point of constric- 
tion made by the taut transverse perinei constrictor vaginae, and the anterior fibers 
of the levator muscles, felt on the posterior vaginal wall, downward in the median 
line to the sphineter ani. 

Dr. Norris did not agree with Dr. Bland that only absorbable sutures should be 
used. It is not well to depend entirely on catgut in the puerperal vagina, which 
seems to possess a remarkable power to digest and prematurely absorb even forty- 
day gut, which should always be used. He found so often that while there is a 
beautiful approximation of the tissues by using catgut alone when the operation is 
finished, in four or five days the knots tied close to the rectum are prone to become 
infeeted and if stay sutures of interrupted silkworm gut are not used in the perineal 
body, the operation will sometimes be a failure due to the premature absorption or 
infection of the catgut. 

He concurred with Dr. Bland that the same principles should prevail here as in an 
abdominal wound. A submucous catgut stitch is used to unite the fascia and their 
attached and retracted muscles, in the median line, from the apex of the incision to 
what will be a new fourehette. Before introducing this suture, three interrupted 
silk-gut sutures are placed to bring together the incised perineum, the first one placed 
as is the crown suture in Emmet’s perineal operation. They do not perforate the 
vaginal mucous membrane. These sutures are not tied until the continuous catgut 
suture has been completed as just described. 

Since episiotomy only protects and repairs the lower third of the vagina, before 
closing the episiotomy wound, the upper two-thirds of the vagina and the cervix 
should be inspected and palpated. Extensive injury to the cervix should be repaired. 
Sulei lacerations above the field of the episiotomy incision, should also be closed, 
and submucous interrupted catgut sutures are used. In primiparae, unless the upper 


two-thirds of the vagina is inspected regularly, one will be surprised to find how 
often varying degrees of laceration are overlooked. Episiotomy is a distinet obstet- 
rical advance. Why? Because it is preventive. It is valuable because primary 
union is obtained where bruised tissues would not give as many good results. The 
most common injury of labor, overstretching and laceration at the outlet, involving 
the anterior fibers of the levators and the perineal muscles with their fascial sheaths 
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and attachments is prevented. The door for the passage of the head is opened; 
then the door is closed with properly applied sutures. Six weeks later an examina- 
tion discloses an almost intact vaginal outlet. 

In the future perhaps somebody, Dr. Norris felt, would devise a method for pre- 
venting injuries to the upper pelvic diaphragm, analogous to what episiotomy does 
for the lower pelvie diaphragm. The low abdominal cervical cesarean section, is our 
only available surgical means at the present time. Vaginal hysterotomy, which 
served that purpose to some extent, has never been popular in this country. 


Dr. Harry Stuckert read a paper on The Advantages of Rectal Pal- 
pation During Pregnancy and Labor. (For original article, see page 
642.) 

DISCUSSION 

DR. NORRIS W. VAUX said he had never been able to get any result from rectal 
examinations for he could not get two fingers in the average woman’s rectum with- 
out giving a lot of pain and he could not find with one finger what he should like to 
feel by vaginal examination with two. He believed there is a great deal of onus 
thrown on vaginal examination that does not belong to it and that one careful 
vaginal examination is much more satisfactory than half a dozen rectal examina- 
tions. In regard to puerperal sepsis, Dr. Piper, told him that the last five cases that 
he had seen had no rectal or vaginal examinations made. Personally, he did not 
think there is danger in vaginal examinations when the patient and surgeon are 
properly prepared, but in the rectal examination, the perineum may be contaminated 
with colon bacillus and other bacteria that might find their way into lacerations 
later in delivery. 


DR. P. BROOKE BLAND was convinced. that vaginal examination performed by 
skilled hands in patients approaching or in labor may not be associated with serious, 
if any grave danger, but when indiscriminately or carelessly performed it carries a 
real menace. Theobald, in a recent number of The Lancet (September 25, 1926, p. 
636), stated: ‘‘I have been trying in vain to discover an authentie case of fatal 
sepsis that occurred in a woman who had never been examined vaginally. I cer- 
tainly have never seen such a case.’’ This statement, of course, was difficult to 
accept literally, and was altogether too sweeping. Dr. Bland considered that the 
vaginal method was utilized to an unjustifiable extent and was indubitably respon- 
sible for some or perhaps even a great many cases of infection. Henee, he was 
equally certain it has crippled and killed a large number of women. 

Dr. Stuckert had properly emphasized the place rectal examination should hold in 
routine obstetric work. This proceedure was not new. It was advocated by Velpeau 
one hundred years ago and here in Philadelphia, Charles D. Meigs taught, reecom- 
mended, and practiced the method as early as 1855. Indeed, these celebrated ob- 
stetricians claimed to get along very well in most cases by limiting their study to an 
examination of the abdominal wall. 

Theobald claims that in 95 per cent of his patients he relies largely on careful 
inspection and palpation of the abdomen. A very interesting little book, recently 
from the English Press, The Abdomen in Labor, likewise emphasizes the importance 
of inspection of the abdominal wall. The author, Dr. Porritt, regards digital ex- 
ploration of the vaginal canal, unless done with meticulous care, are rarely necessary. 
‘“*Meddlesome midwifery’’ he says, ‘‘is bad, but systematic examination of the 
abdomen makes it less meddlesome.’’ 


As a teacher, Dr. Bland was convinced that we are not justified in having our 
students leave with the impression that they may perform the vaginal examination 
indiscriminately. They must be taught its dangerous side and that other and safer 
methods may be used. 


x 
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Naturally, in maternity hospitals, the vaginal procedure is performed with due 
regard to surgical cleanliness. If done any other way, it is a damnable piece of 
business and exceedingly bad practice. It is in general obstetric work, especially, 
that trouble arises. The general practitioner, the man who of necessity is 33 per 
cent obstetrician, must be taught the importance of keeping the unclean, the unpro- 
tected hand out of the vagina. 

To the students, our prospective obstetricians, the value of rectal investigation 
as portrayed by Dr. Stuckert must be pointed out. We cannot afford to have 25,000 
mothers die in this country every year, as the result of bad obstetries. There is 
something woefully wrong and Dr. Bland felt that the careless vaginal examination 
had a great deal to do with the situation. 

Finally, that vaginal examination performed by the skilled obstetrician affords a 
wider range of exploration and hence provides more detailed information no one 
will deny, but that it is a wise and safe recourse in the hands of the general prac- 
titioner, on whom the brunt of obstetric work falls, is, he believed, exceedingly 
doubtful. If the vaginal method is not fraught with real danger, why are the men 
who advoeate the method so reluctant to perform an operative delivery, especially 
abnormal delivery, on patients thus handled? 


DR. WM. E. PARKE said for several years he had practiced reetal examinations, 
and. after considerable experience believed he could learn by it almost as much as 
by vaginal examinations. Those who are doing Potter versions are not afraid to 
invade the vagina, and so with this in mind he had lately abandoned somewhat this 
procedure. Ile did helieve, however, that it is a worth-while method where repeated 
examinations are made over a long time. 


DR. EDWARD A. SCILUMANN believed that if the student eannot be taught to 
make vaginal examinations he cannot be taught to do obstetries on the basis of 
asepsis and if he cannot be sure of asepsis he certainly should not enter the vagina 
under any circumstances. Furthermore, he thought that every man who had. seen 
hospital obstetrics would admit that puerperal sepsis originating in maternity cases 
is extremely rare, even when repeated vaginal examinations have been made. Dr. 
Schumann agreed with Dr. Vaux that the information to be gained by the rectum is 
incomparably less than that to be gained by the vaginal examination, and in his 
experience the former is a refinement not at all warranted by its results. 


DR. G. VICTOR JANVIER said that in unclean slums and country homes, the 
environment is entirely different from a clean hospital where vaginal examinations 
can be made with more or less impunity. 

He agreed fully that all students and practitioners should learn to make rectal 
examinations. 

The general practitioner handling all kinds of infectious cases should. always make 
rectal examinations and should learn to familiarize himself with the feel of the os 
and the sense of the descending head. 

There is just as much logie in deerying rectal examinations in obstetries, as there 
is in omitting the thorough aseptic preparation of the woman’s vagina before vag- 


inal examination. 


DR. JOHN A. McGLINN was convinced, in view of the number of infections 
which are continuing to increase in spite of our better obstetrics, that any aid to the 
reduction of the incidence of infection should be adopted. He personally, however, 
had no faith that the general use of the rectal examination was going to diminish 
infection because he was not convineed that vaginal examination even if made 
improperly, is the great cause of puerperal infections. He would not think of making 
a vaginal examination without preparing the vulva or properly guarding his hand 
with a rubber glove because it would hurt his surgical conscience to do otherwise, 
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but when we think of the millions of cases of intercourse near term in which infee- 
tion does not occur, and the tremendous number of vaginal examinations which are 
made improperly, it would seem that many more women would be infected, but they 
are not. There is something more than mere vaginal examination even with - 
infected finger that is responsible for them. As Dr. Vaux stated five of Dr, Piper’s 
patients had never had a vaginal or a rectal examination and Dr. McGlinn knew of 
a patient with puerperal infection with hemolytic streptococci, who never had a 
vaginal or rectal examination, and a perfectly spontaneous delivery without a tear 
of the mucous membrane. 


DR. RICHARD C. NORRIS said that it is generally agreed. that frequent vaginal 
examinations in labor are dangerous, and even one examination, if not properly 
safeguarded, carries a risk of infection. The dangers of vaginal examinations made 
by one trained in a proper technic, were, he believed, exaggerated. What the 
average practitioner wants to know is whether the head 


s coming down into the 
pelvis and the degree of dilatation. Reetal examination will give that information, 
For accurate diagnosis, however, it will not replace vaginal examination. However 
great the skill acquired by experience with the rectal route, the latter is not wholly 
free from danger. Jacteria in the vagina can be pushed into the cervix by the ree- 
tal examining finger. Serious, even fatal infections can oeeur in women with no 
examination. We should not decry rectal examinations and say they have proved of 
no practical value. For the busy physician in his daily rounds, untrained in surgical 
technic, and prone to make frequent examinations, rectal examination is a blessing 
to the woman and a geod thing for the doctor. 


DR. JOHN C. HIRST said that the most important factor is the question of 
morbidity, eoncerning which, no one spoke this evening. 

Ile would like to state that the maternal morbidity was effectively redueed_ by 
adopting the following routine at the maternity ward of the University: 

No vaginal examinations are made by the resident physician while the patient is 
in bed. The patient is put on the table, carefully serubbed and painted with 2 per 
cent mereurochrome solution in alcohol, and the house doctor makes one vaginal 
examination for the diagnosis of presentation and position. Following this, in order 


to note the progress of labor, the house physician makes all examinations by reetum. 


DR. THAD L. MONTGOMERY believed, in discussing this question, one ought to 
get the attitude of the general practitioner as well as that of the men who are prae- 
tieing obstetrics in the hospitals of this country. Such a man had told him that 
in recent years the greatest help in his practice of obstetrics was rectal examination. 
He could make diagnoses of labor by rectal examination, could follow the progress 
of the fetal head, and that that combined with abdominal palpation gave him all the 
information that he needed in the vast majority of cases; then if there was delay 
and he could not determine the cause of it by other means he prepared the patient 
carefully and made a vaginal examination. The general practitioner is still deliver- 
ing the majority of obstetric cases in this country. Patients coming to the hospital 
should have if necessary, vaginal examinations. Dr. Montgomery believed that both 
should be taught to students and that both were of value of their respective indica- 
tions, 


x 
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CHAIR 


Dr. Trurston Wetton, Brooklyn, N. Y., read a paper on Prenatal 
Study and What It Accomplishes. (lor original article see page 
494. ) 


Dr. JouN Osporn PoLak, Brooklyn, N. Y., discussed Postpartum Care 
and Follow-Up. (ior original article see page 432.) 


Dr. Cuartes A. Gorpon, Brooklyn, N. Y., (by invitation) read a paper 
on The Conduct of Labor and the Management of Obstetric Emer- 
gencies. (For original article see page 501.) 


DISCUSSION 


DR. EDWARD SPEIDEL, Louisvitur, Ky.—TI believe that the most important 
feature in prenatal care is the elimination of fear. When you realize that in former 
days, when a physician was not ealled to the pregnant woman until she was in labor, 
that during her entire pregnancy she received the improper advice and heard the 
exaggerated tales of previous labors from her elder sisters, and that every novel of 
that day depicted the birth of the child as the passing of the woman through the val- 
ley of the shadow of death, it is natural to assume that the enormous mortality of 
those days was not entirely due to primitive obstetrics, but that fear was also a great 
element. Today a woman selects an obstetrician, places herself in his charge, gets 
her advice entirely from him and enters upon the period of labor with the assurance 
that she will be delivered safely, and she is free from anxiety throughout the whole 
time. This is not only the ease in private practice but is even more so in hospital 
practice, especially in the large prenatal clinics. The fear of the hospital has been 
removed from the people. In the prenatal clinies the patients visit the hospital at 
frequent intervals and in consequence when the time for labor arrives they are fully 
acquainted with their surroundings, and the clement of fear is removed. 

The second important consideration is that in consequence of prenatal care the 
physician has a thorough knowledge of the patient’s physical condition and reecog- 
nizes and corrects any physical abnormalities as far as possible during the period of 
pregnancy. He at once recognizes and in most instances can arrest the early and 
late toxemias and consequently brings his pregnant patient up to the period of labor 
in a splendid physical condition. 

The third important element is that in consequence of prenatal measurements, 
abdominal palpation, vaginal examination and diagnosis of presentation and posi- 
tion as well as the size of the pelvis, the physician is able to predetermine his method 
of delivery and to provide for any abnormalities that may oceur, and he is conse- 
quently not taken by surprise as was often the case when he first saw the patient in 


labor and had made no examination of any kind before that time. 
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It is not surprising therefore that maternal deaths have been greatly reduced, that 
the toxemias are almost eliminated from private practice, and that even in our hos- 


ital practice the eclampsias are usually the neglected emergency cases from outside 


DR. JAMES QUIGLEY, Rocuester, N. Y.—I wish to endorse all that Dr. Polak 
has told us with regard to the postpartum care perhaps with one exception. I ean- 
not agree with him in neglecting to watch the fundus in the third stage and I cannot 
see what would prevent it from ballooning up, with the placenta acting as a ball 
valve in the cervix. I have seen several cases where the uterus would fill up with 
a large amount of blood. I do not think the fundus should be manipulated but 
simply watched. 


DR. IRVING W. POTTER, Burrato, N. Y.—I have always supported the 
breast with a sort of sling, and it has worked fairly well, but the adhesive strapping 
is a much nicer and neater arrangement and will probably appeal to the patient 
more than the sling. 

I likewise believe that the eclimination of fear has much to do with the com- 
fort of the patient, but I do not believe that the uterus will balloon up, as has 
been said, if we shorten the second stage of labor. The uterus balloons when 
it is tired out. If the patient has had a long second stage of labor the uterus 
will fill up. If the long second stage of labor has been eliminated there need be no 
fear of the uterus ballooning in my experience. 

So far as interfering with the progress of labor, I believe it is our duty to 
make it as short, as painless, and safe as possible for the individual; and when 
we do that we get better involution of the uterus, and the natural well-being of 
our patient, which we do not get otherwise, is assured. 

I do not believe episiotomies are so necessary. I have never done one and have 
the firm belief that many are done needlessly. 


DR. G. D. ROYSTON, Sr. Louis, Mo.—It is interesting to know that Dr. Polak 
diseards vulval pads and if to this progressive step the prohibition of the use of. all 
douches as well as sponging the repaired wound be added, much could be done to 
stop all meddlesome interference with the healing of a repaired traumatized tissue. 

I agree with Dr. Gordon that the general practitioner and medical student must 
be taught enough surgical procedures that they can safely perform with the 
facilities within their means, since competent specialists are not everywhere available 
and too much of what is now being taught is over the heads of those most in 
need of it; too many major facts to the neglect of simple ones. 


DR. FRANCIS REDER, Sr. Louis, Mo.—The pessary is an almost forgotten 
appliance. There are, however, many instances where it is an exceedingly valuable 
aid, as for the support of a uterus in the puerperal state, because there is present 
a physiologic rather than a pathologie condition. A properly fitting pessary will 
secure effective puerperal involution of the supporting structures of a retro- 
deviated, subinvoluted uterus and will correct the malposition and sustain the 
uterus in a position of anteversion. But when is it the proper time to use such 
an appliance? There is a period between the tenth and fifteenth day in the 
puerperium when the uterus is still too large to retrovert. At that time the uterus 
should be thrown into strong anteversion bimanually and a well-fitting, hard rubber 
pessary of the Hodge type introduced to hold it there. It is really remarkable 
how readily involution, with the aid of hot douches, will be facilitated. At the 
end of a week, on account of contractions of the soft parts, a smaller sized pessary 
will have to replace the original one. During the next week or ten days a still 
smaller one is to replace the preceding pessary. This procedure is to be continued 
at intervals of from three to four weeks until the uterus is but little above the 
normal size. 
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The douches are carried on for four or five weeks until the uterus is near normal 
size. They should then be intermitted so as not to invoke a hyperinvolution which 
might cause a subsequent dysmenorrhea. After two « 


r three menstrual periods the 
pessary can be removed and the patient is usually in an almost normal condition 
as far as her back and her pelvie organs are concerned. We must bear in mind 
that the so-called anatomic accessories to the uterus are all muscular and are just 
as much a part of the uterus as a porch is a part of a house. During pregnancy 
thev evolute and during the puerperium they involute with the uterus. It may 
he on oversight on the part of the doctor that he does not look after the welfare 
of his patient long enough after her confinement. If you will allow a subinvoluted 
uterus to lie in a retroverted position, the round ligaments will not possess a 
sufficient tension or strength to sustain the uterus when placed in its normal position 
at the end of their involution. 

DR. DAVID HADDEN, OAKLAND, CALir.—I agree with Dr. Polak that the 
median section of the perineum is the most rational. The lateral incision cuts 
across not only‘the fascial layer but the muscle belly as well. A median incision 
cuts through nothing but the elastie tissue of the central tendon. The value of 
doing a median perineotomy and thus saving the anterior structures depends on 
the fact that the fascial layers of the triangular ligaments which support the 
museles are anterior to a line joining the tuberosity of the ischia. Prolonged tension 
over this-area may cause the fascial layers to split anywhere. They are as likely, 
in fact more likely, to give way at their attachment to the pubie arch and that al- 
lows of a sagging of the anterior vaginal wall. 


DR. ARTHUR J. SKEEL, CLEVELAND, O1io.—Lifting up the uterus and com- 
pressing the vessels to prevent hemorrhage, we have done for a number of years 
and find it far superior to the old method of pushing the uterus down and mas- 
saging the fundus. One is not only able to compress the uterus directly against 
the lumbar vertebrae, but to compress the vessels supplying it. 

With regard to the choice of incision in the patients who have normal pelvic 
outlets one can very successfully use the median operation and have plenty of 
rvom for the head to come through without tearing into the rectum. But when 
one attempts to deliver a patient who has marked narrowing of the pubie arch the 
lateral incision is preferable. It does not make much difference what muscles 
you cut—you must cut laterally because the median episiotomy will tear into 
the rectum and you have a complete repair to do afterward. 


DR. ALBERT GOLDSPOHN, Curcaco, Iniinots.—I am very much pleased to 
see that prevention of uterine displacement is becoming a part of postpartum care. 
In discussions I have declared many years ago that retroversion cannot be cured 
by a pessary except in a very small percentage of cases. The pessary and other 
means for curing retroversion must be applied when involution is still due in that 
uterus. The round ligaments are the chief structures that will correct the difficulty 
as they are properly a part of the uterus, as taught by a German anatomist, 
Luschka, who showed the continuation of the uterine fibers from their several 
uterine layers into and composing the round ligaments. We cannot expect that 
relieving the tension on the round ligaments will cause them to shorten unless we 
have involution of the uterus as the chief feature in the process. The proper 
correction of positions and mode of walking are very excellent, but alone they 
will not be successful. The uterus will be retroverted and the retraction of the 
round ligaments will not oceur. It will be necessary to have a pessary there 
to retain the uterus in position continually and to relieve the objectionable pressure 
of the pessary by these changes of posture, knee-chest and other postures. 


DR. EDWARD J, ILL, Newark, N, J.—I did episiotomies in my student days 
in Vienna, but in my private practice I discarded it years ago. I want to urge 
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never to sew up a perineum right after labor, as the tissues are very much swollen 
and edematous. If you will look at the sutures placed directly after labor they 
will hang perfectly loose because the edema has disappeared. 

One reason I speak against episiotomy is that dissections have shown that a 
tear does not exist down there; it usually oceurs to the right or left of the median 
line of the vagina. It is not the muscles but the fibrous tissues that tear. 


DR. PAUL T. HARPER, ALBANY, N. Y.—Apropos of stimulating normal and 
rapid involution and preserving the integrity of the cervix, to which Dr. Polak 
referred in his paper, I want to urge the utility of version and extraction in meet- 
ing one of the commoner abnormalities of labor. 

From the standpoint of leaving the broad ligaments as nearly normal as possible, 
it is most unwise to subject the patient to a prolonged and ineffectual second 
stage. As she bears down, the uterus advances with the child. But little better 
would be the application of forceps to the head and production of its instrumental 
advance. Each results in stretching of the broad ligaments and in undesirable 
uterine descent. 

The cervix following a careful manual dilation, version, and extraction will be 
found to be thin and sharp. It would be so thin and its location would be so 
high in the pelvis that it is with difficulty brought down for inspection. Often 
the only test of its integrity is the sensation it imparts to the palpating finger. 

I believe the broad utility of internal podalie version and breech extraction 
over protracted second stage and even over skillful forceps in high arrest of the 
head and incomplete dilation cannot be too strongly stressed. 


DR. WM. H. HUMISTON, CLEVELAND, Ontio.—With reference to correcting 
retroversions, I think it is highly important that the woman should be under close 
observation following the birth of the child until it is known that the pelvie organs 
are in a normal condition. I have never failed as yet to secure a complete result 
by the use of a pessary suitably fitted in a retroversion following confinement, and 
the sooner that retroversion is discovered the better it can be corrected by the 
use of a pessary, unless there is slight pelvic inflammation or adhesions that cannot 
be detected readily. If the pessary does not correct the condition in three or four 
months I think you may be sure that the results of some former pelvic inflammation 
exist, giving rise to the adhesions from the posterior uterine wall to the omentum 
or intestine. 

DR. WELTON (closing).—When we diagnose a posterior position the patient 
is instructed to lie on the side to which the occiput points. 

In arriving somewhere with this prenatal problem Public Health officers have 
taken the matter in their own hands and are directing a propaganda towards edu- 
cating women. As an example: Dr. Herman Bundensen, Health Commissioner of 
Chicago, has written a brochure, Before the Baby Comes, which covers the entire 
prenatal field, in language easily understood by any woman. This little book will 
be sent to the laity. It will educate the public as to what to expect from the 
physician. ‘ 

Our part of the responsibility rests in educating the doctor. When we stop 
treating obstetrics as a stepchild of medicine, we will have advanced a long way 
towards the obstetric Utopia. 

DR. GORDON, (closing).—A word about manual dilation of the perineum: I 
do not think it protects the patient from a cystocele and I do not think it is needed, 
and I believe that soap, as commonly used, makes a multitude of abrasions and 
affords a greater opportunity for the invasion of bacteria than does perineotomy. 

In relation to Dr. Potter’s remarks, I wish to point out that I stated obstetrics 
is not surgery in the sense that it is not a surgical specialty any more than surgery 


is simply doing operations. Obstetrics is a wide and broad field which takes 
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care of more than simple delivery. I agree that we are bound to prevent pain, 
but not at too great a price. 

As to the Dunean and Schultze methods of separation, I believe there is no 
difference, for the placenta is separated because there has been sudden diminution 
in the area of the placental site and the placenta is then thrown off—whether thrown 
off all at onee depends upon the location and the bulging that takes place behind 
it. I believe there is no such thing as a Dunean or a Schultze method of separation, 
but that when the placenta is cast off it is subject to the same deflecting influences 
as is the head, and the character of its expulsion depends upon how it lies in the 
uterus when thrown from the placental site. 


DR. POLAK, (closing).—The discussion of this subject has taken a great deal 
of time but has brought out what the Council expeeted it to do, for it will furnish 
the general practitioner with uniform methods to better his obstetries. 

What I have described is not the old episiotomy. We discarded that years ago 
as you all did. We are speaking of median incision of the lower structure of 
the pelvic floor, which relieves the tension on the anterior fascia and allows the 
levators to recede uninjured. Fascia is stretched by prolonged pressure and every 
torn muscle tears close to its aponeurotic attachment. Consequently when we 
get actual injuries to the levators they are torn off near the white line and the 
fascia is torn off close to the pubie attachment. We hope by median perineotomy, 
severing the fascial structures in the median line, to allow a recession of the 
muscles which eseape injury. 

Median perineotomy is good in all cases where there is sufficient bisischial space, 
but if there is not, the median incision may go into the rectum. In funnel pelves 
always carry it to one side making an oblique incision of the introitus to allow the 
rectum to be free. We cannot restore an oblique incision as we can a median in- 
cision. 

L tried to make out a difference between prophylactic foreeps and forceps 
control. We do not feel that they should be spoken of in the same discussion. 
Foreeps control is a procedure that aids nature’s mechanism and by dropping the 
thighs down flat, which relaxes the pelvie floor and by using foreeps control and a 
perineotomy you will be amazed to see what a small injury has been made; while if 
you have the patient in the usual lithotomy posture you will be amazed to see how 
extensive the injury is. 

[I agree with Dr. Potter that the cervix looks as though it had been ‘‘blasted,’’ 
and that is the reason I believe that the average man cannot tell where it is blasted 
and unless there is hemorrhage I teach to leave it alone. I agree with him, further- 
more, that if we sew it up we get a result that is perfectly surprising in these eases, 
but it is not for the rank and file to do. 

As to acquired retroversion, those cases of congenital retroversion with a short 
invagination of the anterior lip and a deep one on the posterior lip, eannot be cured 
by a pessary, nor for that matter by an operation, for most of them recur. 


Monday, September 20, 1926 
Afternoon Session 

Dr. Louis E. Puaneur, Boston, Mass., read a paper on The Obstetric 

Future of Women After Cesarean Section. (For original article see 

page 446.) 

DISCUSSION 

DR. JAMES A. HARRAR, New York City.—Separation or rupture of the low 
cervical scar may not be frequent, but it does occur, good authorities to the contrary 
notwithstanding. I would like to put on record two cases, one that I know of and 
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one I saw personally. These cases were previous low two-flap cesarean sections. In 
one when the bladder was dissected down, the head was found directly under the 
bladder, no uterine wall between; the old cervical scar entirely separated. The see- 
ond ease had a previous low-flap cesarean. It came in as a clean case and I did a 
classical operation. After removing the child I found the lower end of the uterine 
incision had torn through into an opening down behind the bladder where the old low 
cervical scar had entirely separated. I elosed the fresh incision in the usual way 
and, making a bladder flap, brought the bladder up over the lower end of the recent 
wound, ignoring the old sear which was not a fresh tear, but with healed and sepa 


rated edges. 


DR. JOHN POLAK, Brookiyn, N. Y.—The essayist has brought out three points. 
One has been already referred to by Dr. Harrar and I think deserves- consideration. 
Our experience has been entirely in aceord with Dr. Phaneuf’s; at subsequent see- 
tions we have had no difficulty in separating the bladder, and we have not so far 
found any abdominal adhesions to any of the structures after the low operation. 

The point that Dr. Harrar has brought out brings up a very interesting question. 
I personally believe that the low section should be confined to a woman who has been 
in labor and who has the lower segment of the uterus thinned out, because otherwise 
we are cutting through, even in the low operation, the contractile portion of the 
uterus and I rather believe that if the histories of Dr. Harrar’s cases were followed 
up we would find that they were not cases which were done after the lower segment 
had been thinned out. Monro-Kerr has demonstrated recently what I believe is the 
last word in low sections, namely, the tranverse uterine incision through the thinned 
out cervical segment. It is wholly in the dilated portion of the uterus and conse 
quently does not involve the contractile portion. There are several good points about 
this. First of all, sepsis is minimized by handling through the cervix, because nature 
has fortified the woman against infection through the cervical tissues as will prob- 
ably be brought out by Dr. Findley this afternoon. 

The second point is that drainage is thoroughly established and retraction of the 
contractile portion is maintained if that portion is not cut through. 


DR. JAMES K. QUIGLEY, Rocurstrer, N. Y.—I would like to emphasize the 
comparative comfort of these patients. One patient delivered a baby through the 
smallest pelvis | have ever seen. At her first labor, she had had a low ecervieal see- 
tion and made a good recovery. During her second pregnancy she was asked to come 
to the prenatal clinic ten days before labor, but she failed to do so. She went 
into labor at home, thirty-five miles away, and when I saw her she had a fully dilated 
cervix, with the head wedged into the pelvis. She delivered the baby through a 
pelvis with a true conjugate 64% em. The baby weighed less than five pounds. I 
do not believe the classical section scar would have withstood that strain. 

I have had thirty odd low cervical sections. Five of them I have sectioned the 
second time in that manner and had no trouble in separating the scar the second 
time and have found no adhesions. 

Dr. Polak’s point is well taken for only three days ago in a primipara of 
forty-three with ruptured membranes, blood pressure of 210, because of her age 
and toxic condition, I did a low cervical section before the onset of labor, I encoun- 
tered difficulty because I made the incision through the lower uterine segment which 
was not very thin. 


DR. L. FRAENKEL, Brestau, GERMANY (Translated by Dr. Reder).—In the 
many sections in my service, we have found no rupture of the uterus. The incision 
is so placed that the contractile fibers of the uterus are not involved. For instance, 
if the incision were made on the left side, and an additional operation subsequentl) 


beeame necessary, and was performed on the right side, it was almost impossible to 
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visualize the incision that had been made on the left side. Surgeons performing 
hysterotomy have almost entirely abandoned the classical operation and have ae- 
cepted the cervieal operation of which Dr. Phaneuf has spoken. 

Furthermore, in as much as ruptures can take place through the parting of the 
fibers, and they do take place in the classical operation, it is the suture technie which 
is mostly concerned, because in placing the sutures some of the glandular structures 


can be carried into the muscular tissue, causing weakness of the uterine wall. 


DR. PHANEUF (elosing).—I might answer Dr. Harrar’s discussion by giving a 
review of 3600 cervical cesarean sections which were published in Gynecologic et 
Obstetrique, by Wetterwald, in February, 1926. As I reeall it, Dr. DeLee’s, Dr. 
Polak’s and my statistics were included in this series, Wetterwald found that rup 
ture of the scar in successive pelvie deliveries occurred in 25 per cent of the eases 
after high classical cesarean section, while the literature records only ten ruptures 
of the cicatrix in 3600 low cervical cesarean sections, or 0.28 per cent. I believe that 
in the two eases mentioned by Dr. Harrar, it is possible that the incision might have 
been made too high in the uterus and not entirely in the cervix. 

It is essential to place the patient in the Trendelenburg position and to make the 
incision entirely in the cervix to obtain good results. I realize that my series of 41 
repeated operations is small, and yet, as I looked up the recent literature, the largest 
reported number which I encountered was that of Wetterwald which was 13. There 
has been but little written on the subject of repeated operations, in connection with 
the low cervical cesarean section. 1 presume, that as more of these operations are 
done we will find a definite incidence of ruptured sears, but I am convinced that a 
cieatrix in the cervix is less likely to separate than one in the body of the uterus, 
and that, therefore, it is a safer one. Dr. Polak has emphasized the desirability of 
placing the uterine incis:on below the circular fibers. 


Dr. JAMes ArirKIN Harrar, New York City, read a paper on Rectal 
Ether Analgesia in Childbirth; Technic and Results in Six Thousand 
Cases at the New York Lying-In Hospital. (lor original article see 
page 486.) 

DISCUSSION 


DR. JOUN OSBORN POLAK, Brookiyn, N. Y.—I believe with Dr. Harrar, that 
a woman has a right to analgesia in labor when it can be had so safely as it can with 
the ether, magnesium sulphate and morphine method. If we are discouraged with the 
first results, we should nevertheless keep on with this method, because the failure 
with some of our first results was due to defects in our technie. One thing that ether 
does more than other drugs we have tried, is that it obliterates the cervix, and the 
one point that we as obstetricians want to get over to practitioners is that the first 
stage of labor is a physiologic process and anything that will relieve the pain, con- 
serve the energies of the patient and accomplish dilatation of the cervix is something 
to be accepted and that is what we have in ether analgesia. 


DR. GRANDISON ROYSTON, Sr. Lovuts, Mo.—The work of Dr. Sehwarz and 
Dr. Jackson in St. Louis with the morphine-hyoscine analgesia, showed that the ill 
effects on the child depended solely upon the amount of morphine used, usually a 
sixth of a grain, and if given within less than four hours preceeding the birth of the 
child the effect was more marked. It was also stated that it retarded the result of 
labor. We found that the average duration of labor was one-half hour longer where 
morphine-hyoseine was used than when it was not used, 


DR. PAUL TITUS, PrrrsBpurci, PA.—I have been using this method for over two 


years and am most enthusiastic about it. I have yet to see any serious ill effects. 
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One thing we have noticed, that may possibly be attributed to the rectal analgesia. 
especially when given shortly before the birth of the child, is that these babies seem 
to have considerable mucus in their throats. That is, however, a trifling obstacle. 
Reasoning that this might be due to the irritating effect of the ether my associate, 
Dr. Paul Dodds, suggested that we add atropine to the preliminary hypodermic of 
morphine in magnesium sulphate. We think this has had a beneficial effect, although 
as yet we cannot say positively. 

One thing which should be considered from an economical standpoint is that this 
method does away with considerable expense in so far as the cost of oxygen and 
nitrous oxide is concerned. We still use nitrous oxide analgesia where the rectal 
analgesia does not carry the patient completely through, practically always ending 
the labor with complete ether anesthesia, but the amount of such anesthetics neces- 
sary has been greatly reduced, and the patient’s pain and discomfort are distinetly 
lessened by this new method. 


DR. ARTHUR H. BILL, CLEVELAND, OnI0.—It should be recognized that rectal 
analgesia is very useful and has a distinct place, but I do not believe that it will 
supplant morphine and scopolamine or general anesthesia, although it may curtail 
their use. We all realize the limitations of morphine-scopolamine. We have used 
that method a great deal in our service but have limited its use almost entirely to 
primiparae. The reason for this is that we have very carefully followed the safety 
rule of stopping the administration of both of these drugs, preferably four hours, 
before the expected time of delivery. This to a very large extent rules out its use in 
the cases of multiparae. The relief of pain in primiparae is somewhat greater than 
can be obtained by rectal ether. For instance, we do not have any rule in regard to 
the primary administration except the suffering of the patient. Dilatation means 
nothing. We follow the rule that if the patient has pains and needs relief she is 
given relief. The method does not require two or three fingers’ dilatation. 

I believe the main field of usefulness for rectal analgesia will lie in multiparae 
and where a general anesthetic is contraindicated. Primiparae have easier labors 
than multiparae in my experience. <A primipara will go through a labor and know 
nothing from start to finish. 


DR. HARRAR (closing).—We no longer use the twilight sleep at the Lying-In 
Hospital. We used it in three or four hundred cases, but gradually abandoned it 
because the patient would not have good bearing down pains and after the head was 
on the perineum, there it stayed. We had no more stillbirths but we had more 
alarms about the baby at birth. The baby would move its arms and legs perhaps and 
then lie there and blink but would not breathe. We knew if we did get stillbirths 
after using scopolamine no one outside of ourselves would excuse us. There is no 
question that a single dose of scopolamine and morphine given early in labor is of 
great value, but to develop the real twilight sleep through to the end is somewhat 
dangerous to the baby. 

As for irritation of the colon, occasionally there is diarrhea for twenty-four hours. 
If the woman has an unrecognized fissure she will have a little burning pain for a 
few minutes after the instillation. With a fistula, or ischiorectal abscess or exten- 
sive hemorrhoids the method would not be employed. 

We believe in introducing the instillation warm because it acts more quickly. The 
rate of evaporation depends among other things on the temperature of the mixture. 
The ether begins to evaporate at once, the ether separating from the oil, reduces 
the temperature of the colon. As soon as the temperature of the mixture falls, the 
evaporation is slower and so a constant plane of evaporation and absorption is main- 
tained. 

The only obstetric contraindication to the use of this method is uterine inertia. 


Of course, if you give morphine in any case you may stop labor. If so, simply wait 
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until labor starts again and begin the whole cycle over again. I repeat the caution 
not to use the morphine or the rectal instillation of ether too soon. 

As to the danger of morphine to the baby, we believe that is rather overestimated. 
I am firmly convinced with my experience in twilight sleep that it was the scopol- 
amine and not the morphine that caused the trouble with the baby. If we give a 
quarter grain of morphine before we do a cesarean section under local anesthesia the 
baby is born all right. In our large doses of morphine in the treatment of eclampsia, 
the patient may have as much as two grains in the eight or ten hours before delivery, 
and if the haby is born living we rarely have difficulty with resuscitation. 

As to the baby, we must warn the anesthetist not to use much inhalation ether at 
the moment of birth. If too much is given the baby may be born somewhat anes- 
thetized. 

The result will be better if you have two finger tips’ dilatation, and in a primip- 
ara preferably three finger tips’. In many of our cases we give a second and some- 
times a third rectal instillation, cutting the quinine down to ten grains in the subse- 
quent instillations. 

As to the danger of the morphine to the baby being increased by the synergistic 
action of the magnesium sulphate, apparently the toxie effect is not prolonged but 
merely the analgesic effect. We used to give quinine with castor oil to start labor 
and our experience in giving it this way showed that it has definitely an oxytoxic 
effect. We omitted the quinine from the formula in thirty cases and had to do more 
low forceps. This method is so simple and so safe that we desire to recommend it 
for extended use in hospital and in home confinements. The only contraindication is 
uterine inertia. There are two difficulties the beginner will have; the proper reten- 
tion of the enema, and the giving of it too soon and so slowing down the labor. Be 
sure the woman is suffering before you begin to relieve her pain. 


Dr. JAMES W. Kennepy, Philadelphia, Pa., read a paper on Vaginal 
Hysterectomy and Its Indications. (Kor original article see page 
906. ) 


DISCUSSION 


DR. CHAS. L. BONIFIELD, Cincinnati, Ont0o.—In the first part of the paper 
the doctor said that many patients do not come to us at the right time, that they go 
out after strange gods, until it is too late to give surgery the chanee to which it is 
entitled. I think the medical profession is much to blame for this state of affairs. 
One of the main causes is that hospital care has become so expensive and surgeons 
have become so mercenary that a man of moderate means regards it as a luxury he 
cannot afford, and tries other means of cure until in desperation he is driven to the 
hospital and surgery. The medical profession, I very much fear, has become com- 
mercialized, and until we get back to our traditions and put service before remunera- 
tion, we cannot expect to have the confidence of the laity that the self-sacrificing old 
family doctor at one time commanded. 

Vaginal hysterectomy came into vogue and for some years was the operation of 
choice by the great majority of operators, but it has gradually passed from popu- 
larity almost to desuetude. There must be some reason for this. There can be no 
argument that there is less shock following vaginal hysterectomy than there is fol- 
lowing abdominal hysterectomy, and it is true that clamps put on the broad liga- 
ments and left there furnish good drainage; but no one ean eonvinece me that the 
pelvis can be cleaned out as thoroughly through the vagina, as through the opened 
abdomen, 

It has been my experience, and I believe that of most operators, that one cannot 
always tell which patients with cancer of the uterus are going to do well after they 


_ 
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have recovered from the operation. We sometimes get good results when we least 
expect them. 


DR. THOS. B. NOBLE, INDIANAPOLIS, IND.—I do not think there is any debate 
between vaginal hysterectomy and abdominal hysterectomy any more than there js 
between cholecystostomy and cholecystectomy. A vaginal hysterectomy should be 
done when it is indicated. The pathology, the anatomic character of the organs, and 
the condition of the patient, are the things to be considered. When it can be per- 
formed I would always choose a vaginal hysterectomy over the abdominal route for 
the reason that I believe it is primarily safer; and secondly for the reason that you 
are not so liable to have postoperative morbidity. 

[I used clamps for a while when I began the work but I have long since given 
them up and I feel just as safe in doing a vaginal hysterectomy, depending upon 
suture, as I do with clamps. 


DR. JAMES N. WEST, New York Criry.—There are several points that the 
reader brought out in his paper with regard to vaginal hysterectomy that are at vari- 
ance with my experience and my teaching at the Post-Graduate Hospital in New 
York. With regard to amputation of the cervix, I consider this one of the most 
valuable procedures we have for the prevention of cancer. A number of years ago I 
found on investigation that caneer developed six times as frequently in lacterated as 
in unlacerated cervixes. I also found that cancer of the cervix developed about six 
times as frequently as cancer of the body of the uterus. 

Then it oceurred to me that if by any means we might convert a lacerated cervix 
again into a healthy organ we might prevent five out of six of our cases of cancer 
of the cervix, cancer of the cervix developing perhaps on account of the chronic 
irritation produced through laceration. Undoubtedly. that is one of the proofs that 
cancer is due to chronie irritation. The amputation which I perform is the Emmet 
method which gives a smooth cervix. I have repeatedly had patients confined after 
this amputation of the cervix. About one-third of an inch below the internal os 
should be left. If amputated too high these patients cannot carry a child. After 
three months there being no ecireular fibers they would abort. 

In regard to vaginal hysterectomy for malignant growth of the body of the 
uterus, I cannot agree with the reader because when we do an intraabdominal opera- 
tion, the line of dissection is well out toward the side of the pelvis. We do not 
necessarily have to expose the ureters or to incur the great primary danger that 
exists in the complete operation of Wertheim. 

In regard to the use of vaginal hysterectomy for complete procidentia, I have been 
able to cure the most extensive case of longstanding by means of the interposition 
operation and the plastie work on the posterior vaginal wall and the perineum. 


DR. MAURICE T. ROSENTHAL, Forr Wayne, INpIANA.—<As to sudden deaths 
after hysterectomy for fibroid: There must be a definite pathology back of these 
sudden deaths and myoearditis is not the answer. These patients do not die from 
shock or the immediate effeets of the operation. They die four, six, nine days or 
later. 

[ have had such an experience several times. Now, why do these cases have a 
tendeney to develop embolism? It occurred to me that injury to the intima of the 
pelvic veins during the course of the operation might account for the formation of 
the embolus. In abdominal hysterectomy for fibroid tumor the ordinary procedure 
is to slip in a corkscrew or grasp the tumor with other instruments and deliver the 
tumor from its position, sometimes deep in the pelvis, into the abdominal wound, 
placing the broad ligaments to such a degree of tension as to cause injury to the 
inner lining of the veins. 

Having come to this conclusion, I make it a practice to divide the broad ligaments 
before delivering the tumor into the wound. TI believe it is because of this change in 
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technic that I have had no ease of pulmonary embolism following abdominal hyster- 
ectomy for fibroid tumor. 


DR. RUFUS B. HALL, CINcInNaAtTI, Onto.—I do not agree with the essayist 
about total extirpation for procidentia. If you take the uterus out, you may not 
have a recurrence of the cystocele afterward, but those eases in which you do,— 
and they are not a few,—will give you more troublé¢, and are really worse than 
before your operation. You cannot repair that patient and make her comfortable 
with any operation; therefore, I abandoned total extirpation for procidentia years 
and years ago. The most satisfactory operation I have found for procidentia, is 
transposition of the uterus and repair of the perineum. So far I have not had a 
recurrence of a cystocele or reetocele or other complications. 


DR. WALTER T. DANNREUTHER, New York Ciry.—Many years ago Baldy, 
of Philadelphia, published some statistics on sudden death following gynecologic 
operations, consisting of a series of 3,413 cases, 366 of which were hysterectomies for 
fibroids. In this series of more than 3,000 cases there were sixteen of these sudden 
postoperative deaths. Thirteen of them occurred in the 366 cases of hysterectomy 
for fibroid, and three after the 3,047 operations for other conditions. In the last 
two cases of sudden postoperative death in my own practice, I was fortunate in get- 
ting autopsies. We discovered in each instance that the antemortem diagnosis of 
pulmonary embolism was correct, and further dissection showed the primary clot to 
be in the femoral vein in both patients. 

I have recently had the opportunity of discussing the Wertheim operation person- 
ally with Weibel, of Vienna, Warnekros, of Dresden, and Bonney, of London, each 
of whom has done hundreds of these extensive hysterectomies. They were unanimous 
in the contention that their operative mortality was only 6 to 8 per cent, despite the 
fact that they refused to operate on comparatively few cases of carcinoma of the 
cervix. At first I thought that the extremely low mortality could be explained by 
the’ universal use of spinal anesthesia and the unusual technical skill of these sur- 
geons. I soon appreciated, however, that all three emphatically stressed the desira- 
bility of leaving the vagina wide open in all complete hysterectomies, packing iodo- 
form gauze laterally above the vaginal stump, and filling the vaginal canal with it. 
This procedure restricts capillary oozing and the accumulation of blood in the pelvis, 
both of which are potential sources of postoperative morbidity. Most immediate 
deaths after wide abdominal hysterectomy are due to pelvie sepsis or shock. In 
listening to Dr. Kennedy's paper, it struck me that his unusually low mortality after 
vaginal hysterectomy may probably be attributed largely to the fact that he leaves 
the vagina open much the same way that the continental operators do after abdom- 
inal hysterectomy. 

(To be continued.) 


The distressing news has just reached us that DR. JOHN 
GOODRICH CLARK, a member of the Advisory Editorial 
Board of this Journal since its foundation, died in Phila- 
delphia, on May 4, 1927. An appropriate memorial of his 
valuable services to American gynecology will appear in the 
June issue. 
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A IN preceding vears an attempt has been made to review 
briefly the most important articles which have appeared in the 
American, British, French, German, Austrian and Seandinavian jour- 
nals. Beeause of limited space and the large number of articles, only 
the chief points are stated and the reviewer’s comments necessarily are 
few and short. 

The interesting features of this year’s literature in the order in which 
they are discussed, are as follows: A continuation of the controversy 
regarding the treatment of febrile abortions, and the same laek of unan- 
imity coneerning the therapy of eclampsia with, however, a decided 
inerease in the number of those who feel eclampsia should be treated 
along medical and not surgical lines. Loeal anesthesia both for ther- 
apeutic abortion and cesarean section is gaining favor. The furor of 
operative obstetrics is being condemned but the value of episiotomy and 
properly indicated and earefully performed low forceps operations is 
being recognized. The low or eervieal type of cesarean section is gain- 
ing advocates rapidly and its superiority is being reeognized in such 
additional foreign countries as France and Holland. This operation is 
heing especially recommended for the treatment of placenta previa. 
More attention is being paid to patients after delivery and special em- 
phasis is laid upon examinations of the cervix during postpartum visits. 
The questions of maternal welfare, the obstetrie curriculum of medieal 
students and the education not only of doctors but also of the lay 
publie are considered by special committees which are doing splendid 
work. 

PREGNANCY 

Physiology—From a study of 600 blood pressure observations and 
675 urianalyses, Faught'* concludes that the mere elevation of systolie 
blood pressure does not indicate the approach of grave complications 
unless constant and that the persistent occurrence of albumin or other 
urinary abnormalities usually has little significanee. 


These conclusions 
*References will be published at the end of the article in the June issue. 
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should not go unchallenged because a fair number of patients who have 
an elevated systolic blood pressure with or without albuminuria and 
a certain proportion of women with urinary abnormalities alone, develop 
outspoken symptoms of toxemia, Stieglitz’ discusses hypertension dur- 
ing pregnancy and emphasizes that it is a symptom only, Kerwin® 
points out that extreme obesity is pathologic in pregnancy as well as 
in the nonpregnant state and should be controlled through diet and 
exercise. Pendleton* studied the contour abdominal measurements of a 
large number of pregnant women with a view of estimating the prob- 
able date of labor and found his method to be as accurate as Naegele’s 
rule after the twenty-fourth week. Falls’ devised a stethoscope that 
can be applied through the vagina. This advances the time of hearing 
the fetal heart tones about four weeks and is of value in patients with 
thick abdominal walls, in cases of fetal death early in pregnaney, in 
cases of pregnancy associated with fibroids and in some eases of pla- 
venta previa. 

Findley® collected 152 cases of uterus didelphys from the literature 
and added 3 of his own. A study of these revealed that this abnormality 
is usually compatible with normal sex life and that unusual fertility is 
demonstrated in many cases. Abortions are common and labor is pro- 
longed as a result of poor muscular development in the uterus, small 
rigid cervix and the encroaching nonpregnant uterus. Spontaneous de- 
livery is, however, the rule. 

The normal and pathologie physiology of pregnancy is discussed by 
Khrenfest’ who emphasizes that the widespread and varying mor- 
phologie, chemical and functional alterations which characterize the nor- 
mal physiology of pregnancy, express the gradual adaptation to exi- 
gencies created by pregnancy. These requirements consist chiefly in the 
needs of the fetus for building materials and energy and for disposal 
of end-products of fetal metabolism. Later in pregnaney, adjustment 
is required to certain derangements within the abdominal cavity caused 
by the enlarging uterine tumor. In the constitutionally normal and 
healthy woman this adaptation will be fully achieved but in the woman 
who is constitutionally deficient, or in whom certain organs have become 
unable to respond with an increase of function to an inerease in de- 
mands, adjustment is likely to be accomplished only slowly or imper- 
feetly. Inadequate adjustment manifests itself in signs and symptoms 
which constitute the pathologie physiology of pregnancy best revealed 
in the toxemias of pregnancy. 

A study of the base of the broad ligament and outer layers of the 
uterine wall by Hofbauer* demonstrated that during pregnancy a phago- 
eytic tissue makes its appearance in the base of the broad ligament and 
is intensified under the stress of prolonged labor but especially by the 
existence of infeetion. The presence of this phagoeytie tissue must be 
regarded as a protection against infection. It affords a mechanism for 
the development of local immunity in a region abundantly predisposed 
to infection and must be of service in doing away with débris and bac- 
teria. These findings explain in part the superiority of the cervical 
cesarean section over the classic. According to Sehwartzkopf,® daily 
vaginal douches of 0.5 per cent lactie acid for a few weeks before labor 
favorably influence the vaginal flora and diminish the incidence of fever 
during the puerperium. The reviewer believes such douches are un- 
necessary as a routine but they may help where there is a profuse vag- 
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inal discharge or where there is blood in the vagina due to placenta 
previa while a patient is kept in a hospital under observation. 

Arzt® found that the free hydrochloric acid and total acid of the 
stomach are lower in pregnancy than in the nonpregnant and that this 
deficiency is more marked in the early months at the time nausea and 
vomiting are most common. He advises that patients take 10-15 drops 
of dilute HCl by mouth to prevent nausea and vomiting. 

Abortwn.—In a series of six papers, Vignes’? very thoroughly dis- 
cusses the question of abortions from many angles. He very properly 
devotes a number of pages to afflictions of the fetus itself and of the 
membranes as causes of abortion and ealls attention again to abnormal 
germ plasm as a conceivable etiologic agent. A few years ago, a eare- 
ful histologie study of a ease of missed abortion, in which the fetus, 
placenta, implantation site and uterus were examined, led Greenhill” 
to the eonelusion that defective germ plasm was the most likely cause of 
death of the fetus in this ease. J. Novak!’ treated 4 cases of habitual 
death of the fetus with good results by the administration of potassium 
iodid and iron. The reviewer has found this combination of drugs very 
useful especially with the addition of a little mereury and arsenie. 
Among 113 women operated upon during pregnancy, Brindeau and 
Juge'' report 13 interruptions of pregnancy (11.5 per cent) and three 
deaths (2.55 per cent). Varo’ reports 30 ovariotomies performed dur- 
ing pregnancy followed by three miscarriages. The author advises that 
the operations be performed at a time which would correspond to the 
intermenstrual period were the patient not pregnant. Among 43,761 
cases of pregnancy, v. Biiben’® found 155 complicated by tumors of the 
genitalia. The most frequent tumors were myomas, then adnexal 
erowths and least of all, malignant tumors. Most of the patients with 
myomas (88) delivered their babies spontaneously without any compli- 
cations. Among the 53 patients with adnexal tumors, of which 44 were 
ovarian cysts, 44 were operated upon during pregnaney.: Royston and 
isher™ report ten cases of appendicitis during pregnaney, four of 
which were acute, and these illustrate the necessity of immediate opera- 
tion in the acute eases. 

A study of 610 eases of abortion leads Clauser'® to advise immediate 
emptying of the uterus in febrile abortions except in eases of acute peri- 
tonitis and general sepsis. Kottlors’® studied 573 cases of abortion and 
came to the same conclusion. Schwarz”? advises the introduction of a 
dry or aleohol-saturated thin piece of gauze into the uterus for pur- 
poses of drainage. On the other hand, Kessler*! claims good results with 
expectant treatment and the use of quinine. Gantt** writing on the 
medical conditions in Soviet Russia, mentions that the law requires that 
practically anyone applying for an abortion can have it done but it must 
be done by a licensed physician in a publie hospital. During the last 
15 years of practice in Russia, Weisenberg** has observed eight cases 
where in spite of the fact that the uterus was invaded with the pur- 
pose of interrupting pregnancy, the latter continued. Schneider** re- 
ports two fatal cases of tetanus which followed criminal abortion. 

In all likelihood, the best results in eases of febrile abortion are ob- 
tained by conservative therapy. As in the treatment of puerperal in- 
fection after full-term labor, the essential thing is to build up the pa- 
tient’s resistance with fresh air, sunlight, or quartz and other lamps, 
nourishing food, tonies, occasionally blood transfusion, ete. Where there 
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is much bleeding in cases of abortion, the uterus may be packed with 
iodoform gauze. The uterus can usually be emptied by the administra- 
tion of quinine by mouth and pituitary preparations hypodermically. 
Elevation of the head of the bed will favor drainage of the uterus. 
When pus is present one must resort to surgical measures. 

Complications—A study of 84 pregnant women with pulmonary tu- 
berculosis, led Bridgman and Norwood” to believe that when a preg- 
nant woman has active pulmonary tuberculosis, the latter should be 
treated to the uttermost and the pregnancy disregarded. Artificial ter- 
mination of pregnancy is not indicated and in the series studied, led to 
a worse outcome. The excitement, the etherization and the shock of the 
operation are additional factors which curtail the patient’s strength. 
Many writers like Pankow,** however, feel that when active pulmonary 
tuberculosis is found during the first few months of pregnaney, the 
latter should be interrupted because the pulmonary condition is usually 
aggravated by pregnancy. One may empty the uterus easily under local 
anesthesia aided by morphin. Couvelaire** describes a special arrange- 
ment at the Baudeloque clinie for the care of pregnant women who have 
pulmonary tuberculosis and for the children of these mothers. 

In a very thorough way Belding*® discusses the effect of treatment of 
the syphilitic pregnant woman upon the incidence of congenital syphilis. 
In 150 women with positive Wassermanns, who received no treatment 
during pregnancy, 61.3 per cent of the conceptions resulted in living, 
apparently nonsyphilitie children. However, in the 87 who in addition 
showed evidence of clinical syphilis, the incidence was only 42.4 per 
cent, whereas in the 63 without elinieal evidence, the incidence was 
87.4 per cent. A group of 40 women received antisyphilitie treatment 
during pregnaney and living, apparently nonsyphilitie children resulted 
in 67.5 per cent of the conceptions. Had these patients been more in- 
tensively treated, the latter figure might have been higher. According 
to Buschke and Gumpert,”® the number of apparently healthy children 
born of syphilitic mothers varies between 15 and 30 per cent. Ante- 
natal treatment increases this incidence but postnatal treatment of luetice 
children does not give very favorable results. For eugenie reasons, when 
it has been shown that families have degenerated children, the authors 
advise abortion. It will be hard to econvinee most people that syphilis 
is an indieation for abortion beeause intensive treatment of the mother 
before and during pregnaney, will in the large majority of cases, result 
in healthy babies. 

A study by C. Davis*® indicates that if a woman with a normal thy- 
roid has sufficient iodin during a normal pregnancy, her basal metabolic 
rate will remain within normal limits. Metabolic rates that are well 
above normal limits are believed to indicate abnormal function of the 
thyroid. There is usually a return to normal limits within eleven days 
postpartum, but these patients should be kept under observation for 
a long time after delivery. Mussey, Plummer and Boothby*! studied 
all the women whose pregnancy was complicated -by exophthalmie or 
adenomatous goiter with hyperthyroidism who were examined at the 
Mayo Clinie during the last ten vears. They found that the association 
of pregnaney and these conditions was rare and that serious ecomplica- 
tions were not more frequent than is usual with either condition alone. 
Therapeutie abortion was not necessary. 
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As proof of the incompatibility of pregnancy and fibroids of the 
uterus, Mosher** mentions the frequency of sterility associated with 
fibroids, the tendency to abortion and premature labor in these patients 
and the stormy experience which these patients endure due to obstrue- 
tion, pain, hemorrhage and sepsis. The author discusses the treatment 
of fibroids during pregnaney and labor. 

Ziskin** examined the teeth of a large number of pregnant women and 
found that pregnaney per se cannot be given as a cause of caries. He 
found an inereased frequeney of caries with an inerease in age but 
the number of pregnancies did not influence the frequency of caries. 
S. Monash** observed six eases of proliferative gingivitis during preg- 
naney and denies that there is any kind of gingivitis peculiar to and 
found only in pregnancy. 

The Toxemias.—l\t is Talbot’s*® opinion that toxemia of pregnancy 
is always associated with foei of chronic infection and several clinieal 
characteristics of the disease suggest its infectious origin. Treatment 
by the removal of foci of chronic infection in the presence of a toxemia 
is dangerous but the removal of all foci of chronic infection either before 
or between pregnancies gives good results. Carter*® believes that hyper- 
emesis occurs when the ovaries fail to produce a hormone and he there- 
fore treats pernicious vomiting by giving ovarian extract. Harding 
and Van Wyck** again stress the use of fluids in hyperemesis gravi- 
darum. They feel that glucose, though important, is secondary to fluids 
and they advise against the use of insulin. On the other hand, King* 
and also Levy*® advocate the use of glucose with insulin in these eases. 

There is no doubt that the most essential thing in the treatment of 
pernicious vomiting is the administration and absorption of fluids; but 
glucose is also important. The duodenal or the nasal tube is of great 
assistance because one may give with it not only fluids and earbohy- 
drates but also fats, proteins, sedative drugs, fruit juices and laxatives. 
One should however, not forget to treat the psyche as well and to search 
for foeal infectious and local causes. 

3ell*® studied the postmortem findings in 10 eases of toxemia and his 
data do not support the belief that any one lesion of the liver is essen- 
tial for the toxemia of pregnancy. 

Stander and Peckham* suggest the following classification for the 
late toxemias of pregnaney: (1) eclampsia, (2) preeclampsia, (3) chronic 
nephritis complicating pregnaney, (4) eclampsia superimposed upon 
nephritis, and (5) low reserve kidney. An intelligent differential diag- 
nosis can often not be made until the end of the third week of the 
puerperium. 

Lash*? found that the disappearance time of intradermally injected 
salt solution in patients with toxemia of pregnaney is definitely de- 
creased especially in patients with convulsions. The disappearance time 
inereases with the increase in general improvement. Stander and Peck- 
ham** found the basal metabolism to be slightly higher in preeelampsia 
than in normal pregnancy and still higher in the cases of nephritie toxe- 
mia. The basal metabolic curve for eclamptie patients is almost iden- 
tical with the nephritie curve; hence basal metabolism determinations 
do not help to differentiate between the types of toxemia in late preg- 
naney. According to Stander and Radelet** the outstanding chemical 
findings in the blood of eclamptie patients are a high urie acid, a 
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and a definite tendency towards a hyperglycemia which is often asso- 
ciated with a high inorganic phosphorus. The same authors*® also found 
an increase in lactie acid in eases of low reserve kidney and nephritis 
complicating pregnaney, Levy*® examined the blood of 50 preeclamptie 
and eclamptie patients and found a marked decrease in the blood sugar 
eontent, a lowering of the COz combining power and practically no 
change in the nitrogenous constituents. Feinberg and Lash*’ studied 
the blood ecaleium in eclampsia and found no appreciable relationship 
between the blood calcium and eclampsia. 

We again find that blood chemistry studies are contradictory and as 
vet of little practical value. Stander and Radelet found a tendency 
toward hyperglycemia and a high urie acid content, while Levy found 
a hypoglycemia and practically no change in the nitrogenous elements. 
The older methods of examination, urinalysis, blood pressure readings 
and ophthalmoseopy, still give us the best information for the clinieal 
management of the toxemias of pregnancy. 

After acute histamine poisoning in pregnant guinea pigs, a number 
of phenomena were observed by Hofbauer*® which are highly suggestive 
of abruptio placentae as it occurs in women. In earnivora under similar 
conditions, histologie changes were produced which are suggestive of 
those found in women who died of eclampsia. The striking similarity 
regarding blood chemistry in eclampsia and acute histamine intoxiea- 
tion is emphasized and local anesthesia is suggested in operations for 
abruptio placentae and for eclampsia. 

According to Harding and Van Wyck" there is only one pertinent 
dietetic factor in the treatment of preeclampsia and that is the presence 
or absence of salt. Protein or fat even in exeess, produce no ill effects. 
The authors suegest the inelusion of one salt-free week in four as a 
prophylactic measure against preeclampsia. 

At the last meeting of the American Medical Association there was a 
symposium on the toxemias of pregnancy. Polak*®® reviewed the pres- 
ent status of the question. He emphasized that prevention was the key- 
note of suecess, that toxie patients need active treatment with the first 
appearance of hypertension, that convulsions may be prevented by in- 
duction of labor when medical means fail to reduce tension and to pro- 
duce diuresis, that the treatment of eclampsia is essentially medieal, 
and that surgieal delivery has onlv a limited field. Greenhill! reviewed 
the eases of eclampsia seen.at the Chieago Lying-in Hospital, The treat- 
ment was essentially directed toward emptying the uterus. The gross 
maternal mortality was 7.7 per cent and the gross fetal mortality 27.7 
per cent. The author feels that the treatment of antepartum or intra- 
partum eclampsia should not be entirely conservative nor entirely radi- 
eal. Tlowever, in experieneed hands he favors emptying the uterus in 
most cases and the method selected depends upon the condition of the 
patient, the size of the baby and the state of the cervix. Where the pa- 
tient is a primipara with a viable baby and the cervix is undilated, he 
prefers to terminate pregnaney bv a low or cervical cesarean section 
under loeal anesthesia as soon after the first convulsion as possible. 
All eclamptie patients should be sent to a hospital. When a patient 
must remain at home, the treatment should be conservative. It should 
also he eonservative in a hospital when the attending physician is not 
skilled in operative obstetrics. Davis and Harrar*? analyzed the cases 
of eclampsia which oceurred at the New York Lying-in Hospital and 
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they believe that the eclamptie patient is as much a medical as an ob- 
stetrie problem, and that obstetrie intervention should be for obstetric 
indications only and not for convulsions. The gross maternal mortality 
was 23 per cent; but since 1918 the patients have been treated conserva- 
tively and the gross maternal mortality was reduced to 15 per cent and 
the fetal mortality to 34 per cent. MecNeile and Vruwink”® closed the 
symposium and advocated the intravenous use of magnesium sulphate 
for toxemia. Since using this drug, their mortality for eclampsia has 
been reduced from 36 per cent to 14.8 per cent but the greatest en- 
thusiasm centers about the reduction in morbidity in preeclamptie eases. 

Lazard, Irwin and Vruwink*™ report 142 cases of toxemia treated by 
the intravenous use of magnesium sulphate. The gross maternal mor- 
tality among the 103 eclamptie cases was 13.6 per cent. Dorsett®® ree- 
ommends that magnesium sulphate be given intramuscularly and in his 
series of 38 cases there were only two deaths. Stroganoff*® reports a 
series of 300 eclamptie patients treated by his entirely conservative 
method with a maternal mortality of 2.6 per cent and a fetal mortality 
of 16.6 per cent. He mentions that among 3302 cases reported in the 
literature as having been treated by his method, the maternal mortality 
was 10.8 per cent. Kosmak*’? favors conservative practice coupled with 
preventive measures in the treatment of toxemias. MeMahon*® obtained 
good results by injecting into the veins of eclamptie patients, blood 
serum from recovered eclamptiec women. C. J. Miller®* and also Levy” 
recommend the use of glucose and insulin in addition to a modification 
of the Stroganoff treatment. 

The status of insulin in the treatment of the toxemias of pregnancy 
is by no means settled. A few, like Thalhimer,*? Stander and Dunean,® 
and C. J. Miller®® claim that insulin is a great aid, while others, like 
Titus,*’ and Harding** condemn insulin and believe that it can some- 
times cause harm. The reviewer has not seen any real benefit from the 
use of insulin in the treatment of the toxemias; and since insulin ean do 
harm, it should be used with great caution and must be controlled by 
proper laboratory and elinical studies. Magnesium sulphate, however, 
has proved to be a very valuable drug in the treatment of both eclampsia 
and preeclampsia. 

For the treatment of the edema of the toxemias of pregnancy, Mus- 
sey®* recommends ammonium chlorid because of its diuretie effect. In 
most eases the improvement was greater and more lasting than that ob- 
tained by dietary and other methods. Rockwood, Mussey and Keith® 
studied 100 eases of renal damage occurring during pregnaney and they 
conclude that many of the toxemias of pregnancy are associated with 
nephritis and ean be classified as are other types of nephritis not neces- 
sarily oeceurring during pregnancy. 


LABOR 


General.—A new delivery bed which has many advantages is deseribed 
by Gellhorn.®© Parabiotie experiments were performed by Kross® on 
pregnant rats and he coneludes that fascinating as is the theory of labor 
as an anaphylactic phenomenon, in his rats during labor, no labor-induc- 
ing substances were produced that had any appreciable influence on the 
course of pregnancy in the partner of a parabiotie pregnant pair. 

DeLee™ discusses the principles of the technie of the second stage 
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of labor and emphasizes particularly protection of the parturient from 
infection, the prevention of injury, the relief of excessive pain, the pres- 
ervation of the life and health of the child and the prevention of com- 
plications. It is the belief of Hoehne" that bearing-down efforts on the 
part of the woman in labor are due in great part to the elongation of 
the lower uterine segment and anchoring of the uterus by the round and 
uterosacral ligaments. The woman in labor attempts to prevent further 
elongation of these tissues. Gardner‘’ considers the ischial-ramie di- 
ameter an important diameter. He believes that the most frequent left 
lateral cervical tear is due to a disproportion between the fetal head and 
the left ischialramic diameter, and to prevent this tearing it is necessary 
to wait for full cervieal dilatation before interfering. Lankford” stud- 
ied the matter of preparation of the external genitalia for delivery and 
coneludes that either the iodin-aleohol or the 4 per cent mereurochrome 
method of preparation is safer than any yet advaneed. 

The question of the protection of the perineum interested Villarama 
who believes that strong pressure against the advancing head is a dis- 
advantage. The important point is merely to support the perineum in 
such a way that the distention of the perineum becomes more evenly 
distributed. The author believes that low forceps offers the best means 
of delivery for a primipara. For the protection of the pelvie floor, 
-aramore™* cautions against undue straining by the patient. He advises 
that we prevent excessive extension of the head and give an anesthetic. 
N. H. Williams studied the cervix after labor and found lacerations in 
80 per cent of primiparas. He advises repair of these lacerations on the 
ninth day after labor. Farrar*® emphasizes that repeated traumatiza- 
tion of the cervix by labor or misearriage might be a factor in changes 
terminating in carcinoma. She advises immediate repair of cervical 
lacerations where possible. The reviewer agrees with Farrar that cer- 
vieal lacerations should be repaired immediately after expulsion of the 
placenta and not during the puerperium or still later. MeCormick*® 
very timely discusses outlet pelvimetry in detail. Unfortunately, very 
few physicians, including obstetricians, pay much attention to the meas- 
urements of the outlet in spite of the great frequency of outlet contrac- 
tions in American white women. 

Jarosehka’? who studied the eourse of the first labor in advaneed age, 
believes that it does not matter whether a patient is old or not at the 
time of the first labor. The bad prognosis of advaneed age is due es- 
sentially to underdevelopment of the genitalia. The hypoplasia prevents 
early conception and after conception it causes dystocia. Lundh*® in- 
terested himself in the same problem, and in econtradistinetion to Ja- 
rosehka, found an inerease in the toxemias among the older primiparas. 
The inereased duration of labor with inerease in age is explained on 
the basis of a disuse atrophy of the soft parts. Tlinselmann™ examined 
the vagina of patients during the puerperium to see the damage labor 
had produced and he found nearly all the injuries in the cervix and in 
the introitus. A frequent finding was injury to the vestibule due most 
likely to the strong pressure of the fetal head as it passed through the 
outlet. Henkel®® advoeates shortening of the second stage of labor by 
median, deep episiotomy to prevent prolapse of the uterus. Smith*! 
discusses the obstetric heresies practiced at the Brooklyn Tflospital and 
advoeates manual intrauterine rotation of the fetus in eases of oeciput 
posterior. Te likewise believes in incising the perineum and applying 
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forceps for the purpose of control after the head appears at the vulva 
and it is likely the patient can deliver herself spontaneously. The re- 
viewer agrees with Smith, Henkel, Hinselmann, Villarama and many 
others that in primiparas with full-term babies it is advisable for the 
experienced physician to perform an episiotomy and apply forceps when 
the head is on the permeum and the oceiput is anterior. For the gen- 
eral practitioner whose obstetric knowledge is limited, and this includes 
the large number of doctors who deliver the majority of women, a poliey 
of watehful expectancy must always remain the rule. 

Unterberger** reports the first case of pregnancy following tubal im- 
plantation in Europe. The pregnaney was uncomplicated and labor was 
terminated by a low forceps operation. In America, Watkins and Cul- 
len (and Shaw) have reported such cases. Douglass** reports a preg- 
naney after bilateral salpingectomy. 

Analgesia and Anesthesia—Labor was made painless by the Gwath- 
mey synergistic method in 95 per cent of the cases studied by Vogt.‘ 
The artificial termination of pregnancy in the early months under para- 
cervical anesthesia is extolled by Gellert’® and Sehneider*® and the use 
of ethylene in obstetrics is praised by Kreiselman and Kane,*’ and by 
Plass and Swanson.** Although some obstetricians contend that ethy- 
lene causes more bleeding than other anesthetics, Plass and Swanson 
maintain that ethylene has no effect on postpartum hemorrhage but the 
addition of ether increases the incidence of hemorrhage. From experi- 
mental studies, Stander*® concludes that ether, chloroform, nitrous oxide 
and ethylene produce changes in the blood, liver and kidneys which are 
very similar to those seen in eclampsia; hence the use of these general 
anesthetics for eclamptie patients seems open to objection. The author 
questions whether prompt delivery under spinal anesthesia may not give 
better results in the severe cases of eclampsia. An affirmative answer to 
this may be found by Greenhill’s paper mentioned under the discussion 
on the toxemias and also in DeLee’s®”® paper on local anesthesia written 
two years ago in which he insisted that local anesthesia is the anes- 
thetie of choice in eclampsia and threatened eclampsia. Friedmann,” 
from an experience of 100 cases, claims that lumbar anesthesia is the best 
method for cesarean section. 

Complications—Rupture of the uterus during pregnancy is discussed 
by Riddell*? and two cases of rupture following pituitrin are reported 
by Sherrill.°* It is a good general rule never to give pituitrin until the 
baby is delivered. 

Eastman” reports the first ease of rupture of the uterus following a 
Sturmdorf tracheloplasty, and Lackner®’ presents an experimental study 
on rupture of the uterus in goats. Lackner found that the intrauterine 
pressure required to rupture the uteri in which cesarean sections had 
been performed, was not affected by the type of incision nor by the char- 
acter of the catgut. 

Phaneuf® reports a ease of inversion of the uterus and illustrates the 
operation he performed. White®’ elucidates the differences between con- 
traction and retraction rings. Bailey and Driscoll** very thoroughly 
discuss shock in pregnaney and the puerperium, and present an outline 
of the etiology. In the treatment of shock they favor gum glucose and 
blood transfusions. Stone®® reviews the literature on obstetrie shock and 
reports three cases. 
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Operative Obstetrics—During the last 5 years a rubber bag placed in 
the rectum was used 800 times by Klein'’® to stimulate labor pains and 
he reports success in 60 per cent and partial success in 20 per cent of 
these cases. Secott’®t claims good results in the induction of labor by 
means of pituitary preparations after castor oil and quinine. He empha- 
sizes very properly that pituitary substances when used to induce labor 
should not be repeated once pains are established. To give the drug 
under such circumstances may result in disaster. Stone’? analyzes the 
eases in which the cervix was dilated by means of a hydrostatie bag at 
the Johns Hopkins Hospital. The total maternal mortality was 5.6 per 
cent and the morbidity was 34.9 per cent. The total fetal mortality was 
65.8 per cent and without the macerated fetuses it was 45 per cent. 
Madden’”* strongly condemns the use of the Voorhees bag in the induc- 
tion of labor and believes that the only thing the bag accomplishes is 
preparation of the cervix for manual dilatation. 

As Stone’s statistics indicate, the use of a dilating bag is followed by 
a definite maternal and fetal mortality and morbidity. Hence we should 
use the bag or other mechanical means of inducing labor only for very 
strict indications. In the opinion of the reviewer, contracted pelvis is 
not an indication for induction of labor before term. 

Wieloch'®* describes a rubber bag used for the purpose of replacing 
fluid in cases of premature rupture of the bag of waters and reports 7 
eases in which he used it. Many years ago Stowe of the Chicago 
Lying-in Hospital devised a similar bag but found it to be impractieal. 

J. W. Williams and Sun’ studied the histories of 2,523 women who 
had contracted pelves. They found that the simple flat pelvis consti- 
tutes the contracted pelvis par excellence in the white woman and it may 
give rise to serious dystocia. Breech presentations occurred twice as 
frequently and transverse presentations thrice as frequently in econ- 
tracted as in normal pelves. The gross maternal mortality was 0.97 per 
eent and the gross fetal mortality approximately 12 per cent. The per- 
formance of 221 cesarean sections in a series of 2,275 labors, an incidence 
of 9.7 per cent, indicates that the authors have not been unduly radieal. 
Bailey*’® analyzed 477 cases of contracted pelves in which a trial labor 
was given and the success of this proeedure depended upon the fact that 
the low ecervieal cesarean section was finally done in those eases in which 
the head did not engage. There were 59 cesarean sections with no ma- 
ternal deaths. Among the 477 eases there was a maternal mortality of 
0.42 per cent and a fetal mortality of 4.19 per eent. 

Irving and Goethals’? conducted or supervised all the breech extrac- 
tions at the Boston Lying-in Hospital for a period of 12 months and 
their routine ineluded careful auscultation of the fetal heart throughout 
labor, a poliev of ‘‘hands off’’ during the first stage, exeept when be- 
eause of lack of progress a Voorhees bag was inserted, and immediate 
extraction after complete dilatation of the cervix. They reduced the 
mortality from 9.78 per cent to 6.6 per cent. Many babies are injured 
or killed by manipulations done hastily and violently because of the fear 
of asphyxia; but as Potter has shown, great haste in breech extraction 
is not often necessary. 

Williamson’’* describes a method of applying foreeps to the transverse 
bead in the delivery of persistent oceipitoposterior positions which has 
the advantage of requiring only a single application. It is a combina. 
tion of manual rotation of the head to a transverse presentation and the 
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application of the forceps with the posterior blade in the hollow of the 
sacrum and the anterior blade under the symphysis. Bacon'’® empha- 
sizes the value of the Kielland forceps in the treatment of occiput pos- 
terior positions where manual correction fails. The Kielland forceps are 
eaining favor but the reviewer,!*®? who summarized the literature of the 
use of these forceps in 1924, believes they should be used only by the 
experienced obstetrician. Barnes’! also discusses the treatment of 
occiput posterior positions and suggests either podalie version and ex- 
traction, or bimanual rotation and forceps extraction. He advises thor- 
ough manual dilatation of the lower birth canal before either procedure. 
The reviewer would like to suggest thorough Inbriecation with green soap 
in addition to manual dilatation of the vagina; for it is immeasurably 
easier to perform a version and extraction or do a manual or instru- 
mental rotation of the head after lubrication of the vagina. 

Many papers have appeared on cesarean section. Lewis’ analyzes 
the cases of cesarean section at the Cook County Hospital for the past 
eleven years and he favors what he ealls the Jongitudinal fundal type. 
Polak'’* describes the technic of the transperitoneal cesarean section as 
it is ordinarily performed. Kerr and Hendry'™ also deseribe the cer- 
vieal operation but they advocate a transverse incision in the uterus in- 
stead of a longitudinal one. They report 107 cases without a maternal 
death. In 1881, Kehrer’?’ advocated a transverse incision between the 
fundus and the isthmus of the uterus. 

J. W. Williams’ analyzes 180 cesarean sections which he and his 
associates have performed. There were 122 classic operations with one 
death, 20 cervieal operations with no deaths and 38 radical operations 
with 5 deaths. Williams emphasizes that large numbers of cesarean sec- 
tions are done unnecessarily and that the mortality from the classie 
cesarean is low only when it is done at an appointed time at the end of 
pregnancy or during the first few hours after the onset of labor. The 
mortality inereases rapidly with each hour elapsing after that time, to 
reach 10 per cent or more when done during the second stage of labor. 

Broich'™ reviews 201 abdominal cervical cesarean sections in which 
the maternal mortality was 8 per cent and 157 vaginal cesarean opera- 
tions with a mortality of 7 per cent. However, among 115 first trans- 
peritoneal operations for contracted pelves, the mortality was only 1.7 
per cent. Le Lorier’® performed 17 cervical operations with one death 
and praises the operation while Cathala’’® who performed three of these 
operations, does not like it. Portes and Risacher'*®® report 28 cervical 
operations with good results and Brindeau' performed 88 of these 
operations under spinal anesthesia with great satisfaction. MeCann’*? 
advises eventration of the uterus, a high uterine incision and removal 
of the placenta and intact bag of waters before delivering the child. 
Rosenfeld'** makes a suggestion for drainage in cesarean section. Klum- 
per’** believes the best way to treat the third state of labor at cesarean 
section is to leave the placenta in the uterus and express it in the usual 
way after the operation. 

A elinieal study was made by Wilson**® of 133 pregnancies following 
cesarean section. Among the 39 deliveries through the natural passages 
there were no maternal deaths. Rupture of the uterus occurred three 
times in the entire series (2.2 per cent). The author makes valuable sug- 
gestions concerning the safety and prophylaxis of patients who become 
pregnant after cesarean section. In studying the pregnancies and labors 
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subsequent to cesarean section, Wille'*® found that rupture of the uterus 
gecurred in + per cent and he believes the cause of the rupture is not to 
be found in the new pregnaney but in the complications of the previous 
operation. In a similar series of 21 pregnancies, Gladden'** reports 3 
ruptures of the uterus all of which occurred during labor. From a erit- 
ical review of the literature, Wetterwald'*> finds that there have been 
only 10 ruptures of the cervix after the transperitoneal cervical cesarean 
section. The exact number of cervical operations performed is unknown 
but 3,600 have been reported in the literature; henee the incidence of 
rupture was only 0.28 per cent as compared with 1 to 4 per cent after 
the classic operation. Liepmann'*® performed a cervical cesarean see- 
tion because a patient had a vulvar streptococcus eczema and placenta 
previa. The mother and baby left the hospital in good condition. 

The foregoing reviews indicate that the cervieal transperitoneal ce- 
sarean section is being performed more and more, and the reviewer is 
firmly eonvineed of its superiority over the elassie operation. The ecer- 
vieal operation has a decidedly lower mortality and morbidity. It is 
followed by fewer adhesions, it permits a longer and more thorough test 
of labor, it more frequently permits delivery per vaginam later, and it 
is followed by far fewer ruptures in subsequent labors. The ten rup- 
tures reported in the literature all occurred during labor and only 2 of 
the patients died. There is not a single report of a rupture during 
pregnancy; hence this horrifying accident with its alarming surprises 
under conditions and in places where there are no facilities to treat the 
condition has not oeeurred in spite of the large number of cervical 
operations performed. At the Chicago Lying-in Hospital up to the 
present time 566 cervical cesarean sections have been performed. There 
were 6 maternal deaths (1.06 per cent) but only 3 of them were the 
direct result of the operation. 

Uterine Hemorrhage——For the treatment of postpartum hemorrhage 
Muller*®? advocates the use of Henkel’s clamps applied to the uterine 
arteries through the vagina. Somewhat analogously, Kerwin™' advises 
ligation of the uterine arteries per vaginam in the treatment of placenta 
previa. Kellogg’? in an excellent paper reviews 303 cases of placenta 
previa and in spite of his former opinion, now believes that all cases of 
eentral and partial placenta previa are best treated by the low abdom- 
inal cesarean section whether the baby is viable or not, living or dead. 
Marginal placenta previa is best treated by induction with the Voorhees 
bag. Wagner'™* who analyzes 172 eases, likewise believes that cesarean 
section should be used not only in eases of central but also lateral pla- 
eenta previa, even when the child is dead. Siegel'** maintains that 
placenta previa should be treated only in a hospital and by cesarean 
section in all clean eases. In definitely infected cases, conservative 
therapy should be practiced or cesarean section followed by hysteree- 
tomy. 

By injecting histamin into animals, Hofbauer and Geilung'™ were 
able to produce the typical picture of abruptio placentae. These results 
are in harmony with the recent tendency pointing to the association of 
abruptio placentae with a toxemie process and indicates that a sudden 
aceess of histamin to the cireulation might account for the occurrence 
of the abruptio. On the other hand, Browne'* produced abruptio pla- 
centae experimentally by setting up an oxalate nephritis and then ecaus- 
ing an exacerbation of the nephritis by introducing bacteria. Green- 


OSS THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


hill’? reports 3 severe cases of abruptio placentae, the first of which 
occurred after the spontaneous delivery of the first baby of twins, and 
was most likely due to the sudden release of a large amount of liquor 
amnii when the second bag of waters ruptured. The second ease was 
associated with eclampsia and the third, which was a ease of uteropla- 
cental apoplexy, occurred during an automobile accident. In the first 
ease delivery was accomplished by version and extraction, in the second 
by cesarean section under local anesthesia and in the third, by cesarean 
section followed by hysterectomy. <All three mothers recovered but two 
babies died in utero and one showed marked rigor mortis when delivered. 
Among nine severe cases of abruptio reported by Welz,’** there was a 
maternal mortality of 53 per cent for the six delivered through the 
vagina and 33.3 per cent for the three delivered by Porro cesarean see- 
tion. Fitz Gibbon'’* believes that abruptio placentae is the culmination 
of a slowly developed condition of the uterus due to chronic nephritis. 
It is never a rapid bleeding and treatment should be confined to restor- 
ing the collapsed circulation, keeping the patient alive and then termi- 
nating pregnancy by the simplest method which is by the natural forces. 

Frankl'*” is convineed that subinvoiution of the blood vessels of the 
mucosa is responsible for many hemorrhages which oceur not only post- 
partum but also postabortum. Involution is prevented by rigid hyaline 
tissue which surrounds the blood vessels. 

From a study of 1,000 eases, Scott! concludes that pituitrin given at 
the beginning of the third stage of labor definitely shortens the third 
stage, lessens the amount of blood lost, both in spontaneous and opera- 
tive deliveries, and diminishes the frequeney of retained placentas due 
to constriction ring. Jess'** came to the same eonelusions except that in 
his series the necessity for manual removal of the placenta was not les- 
sened. The reviewer agrees with all of Seott’s conclusions but he would 
like to emphasize that the pituitrin be given immediately after delivery 
of the child, because if given a few minutes later, a constriction ring 
occasionally results. 

Haba'* studied 107 cases in which the uterus was invaded for pieces 
of placental tissue and concludes that exploration of the uterus imme- 
diately after labor is not as serious a procedure as it is during the puer- 
perium. Hence, when it is suspected that pieces of placenta remain in 
the uterus the latter should be explored immediately. Montag'** who 
studied 147 cases came to the same econciusions. Haba’s advice is good 
but it should be accompanied by the injunction that the asepsis associ- 
ated with invasion of the uterus must be as perfect as possible. Fresh 
gloves should be used, the vagina should be flushed with an antiseptic 
solution, and as little manipulation done in the uterus as possible. In a 
home or in a general hospital where the delivery rooms are not very 
‘‘elean,’’ invasion of the uterus is often a formidable operation and 
should not be done without good cause. <A patient should not be per- 
mitted to bleed too much before the placenta is removed, because exces- 
sive blood loss is one of the factors whieh renders manual removal a dan- 
gerous procedure in many eases, 

(To be continued.) 


